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Introduction to the Portfolio
Introduction to the Portfolio
This portfolio is divided into two volumes. It contains academic, research and 
summaries of clinical work completed as part of the PsychD in Clinical Psychology.
Volume 1
This volume contains three dossiers: academic, clinical and research. The academic 
dossier contains four essays, the clinical dossier contains summaries of six clinical 
placements and five clinical case reports. The research dossier contains the Service 
Related Research Project, a research logbook and the Major Research Project.
Volume 2
This volume contains five clinical case reports. It also includes information about the 
six clinical placements including: logbooks of clinical experience, contracts, 
placement summaries, correspondence written and evaluation forms from each 
supervisor. As this volume contains confidential material it will be stored in the 
Psychology Department at the University of Surrey.
Academic Dossier
Academic Dossier
Adult Mental Health Essay
Critically discuss the evidence base that people with 
borderline personality disorder can be treated effectively by 
general adult mental health services. What implications 
might this have for the provision of services?
Adult Mental Health Essay
Year 1
January 2003
Adult Mental Health Essay
Introduction
Borderline Personality Disorder (BPD) is a pervasive disorder of trait, characterised 
by instability of self, affect, interpersonal relationships and impulsivity. BPD is 
associated with high levels of distress and suicide (Gunderson, 2001, as cited in Tyrer, 
2000) and extensive service use (Zanarini, Frankenburg, Khera and Bleichmar, 2001). 
The question of whether current treatments are effective needs to be addressed for the 
benefit of patients and health care costs. The limited evidence for treatments in 
general Adult Mental Health (AMH) services will be evaluated, and their availability 
and suitability for BPD assessed. This essay will then explore the efficacy of 
treatments outside general services, and argue clinical and cost effectiveness may be 
improved by increasing long-term treatments provided by specialised teams. 
Conclusions are constrained by the evidence available, which may represent the 
cumulative error of controversial assumptions of a disordered personality entity, 
diagnostic invalidity, inadequate measures and flawed research design.
Definition of terms
The Personality disorders are defined within Axis II of DSM-IV as disorders of trait, 
rather than state, characterised by pervasive and culturally-dissonant patterns of 
behaviour, affect and thinking that produce significant functional impairment and 
distress, and usually interfere with relationships (American Psychiatric Association, 
1994). These inflexible patterns can be traced back to early adulthood or adolescence. 
Borderline Personality Disorder (BPD), one of the Cluster B dramatic and emotional 
Personality Disorders, is characterised by patterns of instability in relationships, self- 
image, affect and impulsivity. The borderline patient must show general criteria for 
personality disorders and five of nine possible symptoms including abandonment 
fears, unstable relationships, identity disturbance, impulsivity, recurrent suicidal 
behaviours, affective instability, feelings of emptiness, inappropriate anger or transient 
psychotic symptoms. Efficacy research is complicated by the controversy surrounding 
diagnosis. No single criterion is necessary, inviting debate on whether BPD reflects a 
core pathology. Many argue that a dimensional approach would better capture the 
nature of a disorder of traits (e.g. Tyrer, 2000). Social constructionists question the 
validity of a distinction between normal and pathological personality.
Adult Mental Health Essay
The Department of Health (DoH) states that there is as yet no agreed description of 
the services that should be provided at the primary and secondary levels (National 
Specialist Service Definition Set, 2001). This essay assumes therefore that general 
AMH services include local treatment options available to a community mental health 
team, including medication, monitoring by a case manager, emergency services and 
psychological therapies. The DoH states that any comprehensive local service should 
provide access to most psychological therapies. These include Cognitive Behaviour 
Therapies (short-term and medium-term therapies for complex cases like BPD e.g 
Cognitive Analytic Therapy and Dialectical Behaviour Therapy) as well as long-term 
psychoanalytic psychotherapies (individual and group). Specialist services for 
complex cases are provided on a national or sub-national basis, rather than a local 
basis. For this essay therefore, general AMH services will be assumed to offer the 
psychological therapies mentioned above. Day-hospitals and centres specialising in 
Personality disorders will fall under specialist services. The limited resources 
available to general AMH services must also be considered. What should be on offer 
not always is. Service provision is often subject to managerial decision-making about 
priorities and cost-effectiveness.
Treatment options and efficacy research 
Medication
The multidimensional nature of BPD, and personality traits in general, precludes 
finding a drug specialised to treat core BPD pathology. However research suggests 
medication can effectively treat some symptoms associated with BPD. Comorbidity 
with Axis I disorders in BPD is high (Zanarini 1998, as cited in Tyrer, 2000). And 
studies demonstrate worse outcomes for comorbid state and trait conditions, than for 
state disorders alone (e.g. Shea,Widiger & Klein 1992). Hull, Yeomansm Clarkin and 
Goodman suggest the interactive effect of BPD and Axis I disorders can be dangerous, 
and non-core symptoms may need priority in treatment, as significant predictors of re­
hospitalisation (1996). Medication trials in BPD research are more easily controlled 
than therapy trials thus providing more conclusive results. In a review of the evidence 
Mohan (2002) lists several successful trials of typical and atypical neuroleptics in 
reducing psychotic features, with atypical types improving some general symptoms as
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well. Sample sizes have been small, however, doses varied and few results have been 
replicated.
Several placebo-controlled trials indicate successful treatment of comorbid depressive 
symptoms. Controlled trials of Fluoxetine, a typical Selective Serotonin Reuptake 
Inhibitor (SSRI), have reliably shown improvement in depressive symptomatology in 
BPD (Markovitz, 1995, as cited in Mohan, 2002) and sometimes also aggression and 
anger (Salzman et al. 1995, as cited in Mohan, 2002). Less global effects have been 
demonstrated with tricyclics and MAOIs (Soloff, 1998) although replication studies 
are needed. Surprisingly, evidence supporting the use of mood stabilizers is weak, 
despite affective instability being a core feature of BPD.
It is often unclear whether affective symptoms are comorbid symptoms or 
fundamental BPD traits, as diagnostic criteria include ‘unstable mood’, ‘feelings of 
emptiness’ and ‘recurrent suicidal behaviour’ (APA, 1994). It is likely that DSM-V 
will include a new diagnosis of depressive personality disorder, which may remove 
some of patients with depressive symptoms from the BPD category (Clarkin & 
Lenzenweger, 1996). This highlights the effect of diagnostic criteria on research, by 
defining samples, and certainly undermines the possibility that treating depression in 
BPD is an effective overall treatment for BPD. Treatment of depressive symptoms in 
BPD is supported, however, by findings indicating BPD is only associated with higher 
health care costs when associated with depression (Chiesa et al, 2000). Chiesa validly 
notes that this may reflect resource allocation by professionals rather than factors 
determining whether patients with PDs seek treatment.
Nevertheless, medication cannot suffice as an effective overall treatment for BPD if it 
addresses only specific symptoms, present only in a proportion of patients. Some 
research suggests that treatment with SSRIs may address a core biological serotonin 
imbalance in BPD. Seretonin has been found to have an inhibitory effect on impulsive 
aggression, and BPD patients with a history of aggression and suicide show lowered 
seretonin metabolites in postmortems (Brown, Ebert & Goser 1982, as cited in 
Oquendo and Mann, 2000). Treatment of BPD with SSRIs may move us towards a 
drug treatment for a biological deficit underlying BPD. As a management tool
11
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medication may be effective, but relapse on withdrawal is inevitable, therefore 
necessitating ongoing treatment. This is unadvisable because of side-effects and risk 
(e.g. tardive dyskinesia with neuroleptics).
Cognitive Behavioural Therapies
There is limited research evidence in support of Cognitive Behavioural Therapy for 
BPD. Any improvements only emerge after long periods and few are sustained at 
follow-up (e.g. Linehan, Heard & Armstrong, 1993), removing perhaps its main 
attraction as a short-term NHS therapy. Working in collaboration, patient and therapist 
focus on identification and challenging of dysfunctional beliefs and negative thoughts 
thought to have originated in early trauma (Beck and Freeman, 1990, as cited in Tyrer, 
2000). Goal-oriented treatment focuses on current problems, but has been criticised 
for its symptomatic focus. Unfortunately there have been no treatment trials of basic 
CBT or derivatives that have a more plausible aetiological rationale e.g. schema- 
focused therapy (Young, 1990, as cited in Tyrer, 2000).
Problem-solving CBT
Evans et al. (1999) developed 6 problem-solving booklets to accompany an optional 6 
sessions of CBT for recurrent deliberate self-harm. In a small randomised-controlled 
pilot study with patients with cluster B personality disorders, the only significant 
result was a greater reduction in depression in the treatment group. There were no 
significant differences in self-harming rates, anxiety symptoms, time till next 
parasuicidal act, social functioning or treatment costs. Problem-solving CBT for self- 
harm has shown limited effectiveness even in non-personality disordered samples. In a 
small randomised controlled trial (RCT) 20 subjects at high risk for recurrent suicide 
were randomised to either 5 cognitive-behavioural problem-solving sessions or 
treatment-as-usual (TAU) (Salkovskis, Atha & Storer, 1990). While treatment was 
associated with a short-term reduction in suicide attempts, this effect was not 
maintained at 18 month follow-up. Results may improve with larger sample sizes, but 
the usefulness of this in treating BPD patients remains doubtful.
12
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Dialectical Behaviour Therapy (DBT)
Linehan developed DBT, an outpatient treatment for BPD, by combining supportive 
with cognitive and behavioural techniques (Linehan et al., 1991). DBT attempts to 
balance the need for change in behaviour (via cognitive-behavioural strategies) with 
acceptance of negative feelings to make suicidal feelings more tolerable (via 
supportive, validating strategies). It is based on a diathesis-stress model of BPD, in 
which a biological dysfunction in emotional regulation is stressed by an invalidating 
environment. The resulting patterns are translated into the impulsive and aggressive 
behaviour typically seen in BPD. Behavioural goals, particularly those reducing 
parasuicide, interfering with therapy and interfering with quality of life are achieved 
through techniques including problem solving, exposure, skills training, and cognitive 
modification (Linehan, 1993). The therapy requires 5 hours of therapist time per 
week.
DBT has been shown to be partially effective in reducing parasuicidal behaviour in a 
RCT of female BPD outpatients (n=44). Patients meeting criteria for BPD, and 
presenting with a history of at least two instances of parasuicidal behaviour, were 
randomised to either 1 year DBT, or treatment-as-usual (in which interventions were 
un-controlled). DBT was superior to TAU in reducing the number of parasuicidal acts 
and medically treated episodes in the year of treatment (Linehan et al, 1991). While 
the latter remained significantly lower in the DBT group, the between-group 
difference in parasuicidal acts was no longer significant at 12 month follow-up 
(Linehan, Heard & Armstrong, 1993). Significant reductions in psychiatric inpatient 
days only emerged at 12 months. Employment performance, global functioning, social 
adjustment, and anger were significantly improved at 6-month follow-up, but 
depression, suicidal ideation, hopelessness, anxious ruminations and reasons for living 
did not change, even in the treatment phase. These modest results await replication 
and may simply reflect the uncontrolled nature of the control group (12/22 were in 
ongoing psychotherapy), highlighting a common inadequacy of research design in this 
field. Ethical considerations are an obstacle to an ideal control group, matched for 
contact but with no focused intervention. Due to the data coming from two cohorts, all 
outcome measures except suicidal behavour are based on one cohort of females 
(n=20), too small to draw reliable conclusions, and insufficiently mixed to generalise.
13
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While low drop out rates (83.3% retention rate in the treatment group compared with 
42% in the TAU) and low cost (identical to TAU, Heard, 2000, as cited in Hofmann 
and Tompson, 2002) warrant further research, evidence does not yet clearly support its 
efficacy.
Cognitive Analytic Therapy (CAT)
CAT combines time-limited CBT with psychodynamic techniques (largely 
transference analysis) (Beard, Marlow & Ryle, 1990). CAT explains BPD as a 
dissociation of personality into numerous self-states, each with characteristic affective 
features, identifiable in relationship patterns. Patient and therapist collaborate to 
identify different self-states and the switches between them. These are recorded, with 
other maintaining factors, in diagrammatic formulations providing the patient with 
tools for self-reflection. A small (n=27) uncontrolled trial of CAT in an NHS setting 
(Ryle & Golynkina, 2000) found 52% patients showed significantly less self harm and 
violence at 18-month follow-up, according to the Personality Assessment Schedule, an 
unstandardised measure of symptom severity and impact (Tyrer et a l, 1999, as cited 
in Ryle and Golynkina, 2000). Despite good inter-rater reliability this questionnaire is 
not easily compared to measures in other trials and is unstandardised. Lack of a 
control group or monitoring of other interventions in the follow-up period remain 
serious limitations in this trial. CAT, even if effective, is still rare in general service 
(perhaps due to the extensive four-year training).
Psychodynamic Psychotherapy
Psychodynamic psychotherapy is also a treatment option in general services, and has 
historically been the primaiy treatment intervention for BPD. Unfortunately, however, 
there have been no RCTs in general AMH setings. Efficacy research is limited to 
uncontrolled cohort studies and individual case studies. Although the pervasive nature 
of personality disorders make spontaneous remission less likely, pre-test post-test 
designs are still inadequate, owing to the possibility of patients recovering due to 
factors unrelated to the treatment programme.
The predominant psychoanalytic explanation of BPD symptomatology comes from 
the Kleinian Object Relations school. Kemberg (1967) views BPD primarily as an
14
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identity disturbance caused by excessive early frustration or trauma leading the child 
to unconsciously split (a primitive defense mechanism) positive and negative images 
of self and mother (as cited in Higgitt & Fonagy, 1992). Inconsistency, insensitivity 
and lack of empathy in early care experience arrests the development of a constant 
sense of self and others, seen as a key feature in BPD, accounting for instability in 
relationships, affect, sense of self and impulsivity. The child is caught in an insoluble 
dilemma of abandonment or over-dependence, which is revisited in later relationships 
(Masterson, 1976, as cited in Higgitt & Fonagy, 1992). Dynamic techniques seek to 
lift unconscious resistance and defenses. For borderline patients, with relationship 
difficulties characterized by alternating between extremes of idealization and 
devaluation (American Psychiatric Association, 1994), techniques concentrate on 
interpretation of the patient-therapist relationship, assumed to take on characteristics 
of early relationships (transference). Constant limit-setting and therapist tolerance for 
hostile transference are essential.
Individual Psychotherapy
Stevenson and Meares (1992) evaluated the outcome of 12 months of twice-weekly 
outpatient psychotherapy in a cohort study with 30 borderline patients. They found 
statistically significant improvement on all their outcome measures (including 
episodes of violence and self-harm, time spent as an inpatient, number of admissions 
and self-report scores of symptoms) at 1 year follow-up. 30% of the initial sample no 
longer fulfilled the DSM-III-R criteria for BPD by this time. Improvement continued 
over 5 years (Stevenson & Meares, 1999). Other RCT’s support the use of outpatient 
psychodynamic therapy for BPD, but the results are inconclusive due to small or 
mixed samples (e.g. Clarkin, Kemberg & Yeoman, 1999, Winston et al., 1991). Other 
successful trials of psychodynamic techniques have looked at specialist inpatient 
settings, so the results are not easily attributed to the therapy, but may be due to the 
setting (see below).The sustained improvements shown in this trial are promising, but 
cannot easily be attributed to effects of treatment without a comparison non-treatment 
group. Replication of this study is especially important for allocation of services. 
Psychotherapy services are currently few and far between in NHS trusts. Waiting lists 
can be a year long, with borderline referrals often lower priority than disorders with 
better improvement chances (Mark Draper, personal communication, January 2003).
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Realistically therefore, general AMH services rarely effectively treat BPD through 
this treatment.
Group Psychotherapy
Psychoanalytic treatment can be more cost-effective via group psychotherapy. There 
is intuitive appeal in treating interpersonal disturbances in an interpersonal setting and 
evidence from a significant study comparing 1 year of relationship management group 
psychotherapy with 1 year of individual psychotherapy for BPD supports its 
effectiveness (Monroe-Blum & Marziali, 1995). Both groups improved a similar 
amount on non-standardised behavioural measures e.g. hospitalizations, suicide 
attempts, impulse control and service use, and on measures of depression, global 
symptoms and social adjustment. These improvements were sustained at 24 month 
follow-up. Dynamic principles and therapist expertise was matched in the two groups. 
This is a significant strength of the study, but the lack of a non-treatment control limits 
the results to comparison of these two treatments, rather than evidencing that either is 
more effective than treatment-as-usual or that the results are due to spontaneous 
remission. Use of non-standardised measures also limits the validity.
The results suggest both these therapies may be effective, but are inconclusive. Group 
analytic therapy, requiring 90 hours of therapist time for 7 patients compared to 210 
hours needed to treat 7 patients with individual psychotherapy, would be the more 
cost-effective option. Furthermore, the group therapists reported less anxiety about 
and greater satisfaction with the treatment than the individual therapists, increased 
empathy with the patients and a dilution of patient demands. Each group featured two 
therapists which may explain this and its attractiveness.
Family education
A high client-professional ratio is attractive in the cost-conscious NHS. Family 
education programmes could achieve this for general services, strengthening the 
support system (taking pressure off services) and relationships that may exacerbate 
their condition, for patients living with families. Hooley and Hofinann (1999, as cited 
in Whitehurst, Ridolfi & Gunderson, 2002) found higher rehospitalization rates in 
BPD patients with lower family involvement. A family education programme.
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teaching skills and helpful communication patterns, has shown encouraging 
preliminary results in reducing hospitalization rates and self-destructive acts 
(Whitehurst et al, 2002). Controlled trials are necessary.
Specialist Services
Day Hospitals
Specialist services often take the form of inpatient units specialised for BPD and have 
been a preferred treatment choice in the past (Bateman and Fonagy, 2000). Efficacy 
research suggests BPD may benefit from treatment in specialist rather than general 
services. An RCT compared an 18-month programme of specialized 
psychoanalytically oriented day- hospital treatment with treatment-as-usual (Bateman 
and Fonagy, 1999). The inpatient group (n=19) received weekly psychoanalytic 
psychotherapy, thrice-weekly group analytic psychotherapy, weekly psychodrama, a 
weekly community meeting and monthly case and medication reviews. While there 
where no baseline differences between groups, after 18 months there were significant 
differences in self-mutilating behaviours, suicide attempts, duration of inpatient 
episodes and measures of anxiety, depression and social adjustment. At two year 
follow-up all effects except anxiety and social adjustment were maintained (Bateman 
and Fonagy, 2001). Reductions in hospital admissions and length of inpatient stays 
were only visible after 12 months, supporting the need for long term treatment. 
Improvement trends are likely to be related to treatment, despite criticism that 
medication was not controlled, because the treatment group was actually taking less 
medication at the end of the trial than the control group.
Therapeutic Communities
The therapeutic community is a more intensive specialist treatment involving full 
hosptitalisation usually for 6-12 months. Constant patient monitoring, plus individual 
and group psychoanalytic psychotherapy provides greater opportunity for insight into 
behaviours and development of strong relationships. Gunderson (1978) believes the 
potential to ‘work through’ recurrent patterns of dysfunctional relationships in the 
context of a ‘milieu therapy’ is heightened by an environment of containment, 
support, structure, involvement and validation (as cited in Schimmel, 1997).
17
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The efficacy research available, though limited in validity owing to design flaws, 
shows promise. In a prospective study of PDs (mostly BPD) in a therapeutic 
community symptom scores improved firom 29.67 at admission to 41.56 at discharge 
(mean duration of treatment was 8.4 months) and improvement continued through 1 
year follow-up (50.33) and 2 year follow-up (56.5) (Tucker et al. 1987). Admission 
rates followed the same pattern. Dolan, Warren and Norton (1997) replicated these 
results in a non-randomised controlled study of PDs (80% BPD) using a control group 
of non-admitted referrals to a therapeutic community. The treated group showed a 
significantly greater reduction in symptom scores at 1 year post-discharge than the 
control group. Use of a non-specific and non-standardised symptom measure limits 
these results. The control group, mostly those rejected in interview, may have inflated 
the results in favour of the treatment group if more disturbed or socially dysfunctional 
referrals were rejected. However, the trends were sustained even when comparison 
was to a subgroup of un-fiinded non-admitted controls, rather than those rejected or 
non-attending. These results are persuasive.
Discussion and Evaluation
The Case for Specialist Staff Teams
The argument for investing resources in specialist units, vsdth staff teams that share a 
clear therapeutic understanding and repertoire of helpful behaviours, gains more 
support from the de-skilling and distress experienced by general staff in dealing with 
BPD patients (White et al., 2001). They are perceived as a needy client group 
demanding much attention, but finding it impossible to accept help (Dunn and Parry, 
1997). Tendencies towards suicide attempts as well as ‘acting out’ make monitoring 
risk difficult. Nehls (2000) reports on difficulties maintaining boundaries, with these 
patients often suffering dependency and abandonment fears. The training necessary to 
equip workers to understand and contain BPD in general settings is not provided 
(Dunn and Parry, 1997). Without clear understanding of the patients patterns, team 
members can easily be split, some taking caring roles and others punitive ones, 
counterproductively re-enacting early experiences. Dawson suggests that some of 
worst behaviours of BPD patients are caused by staff failing to manage the 
relationship (1988, as cited in Dunn and Parry 1997). Treatment may be vvdtheld as a
18
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result of staff feeling helpless and regarding BPD patients as unresponsive to 
traditional treatment (Lewis and Appleby, 1988, as cited in Chiesa et al. 2002).
The Case for Continuity of Care
The success of specialist treatment might be attributable to staff teams trained 
specifically to deal with the needs of a particular client group, rather than to extended, 
expensive inpatient treatment. Chiesa and Fonagy (2000) showed a pure 
psychodynamically-oriented in-patient programme (mean duration 8.8 months) was 
not as effective as a step-down programme that combines shorter in-patient admission 
(mean duration 6.2 months) followed by outreach nursing (mean of 9.7 months) and 
group psychotherapy in the community. 46.7% of patients in the step-down 
programme had improved on at least two measures of symptoms, social or global 
adjustment compared to only 13.5% of the in-patient group by 12 months after 
baseline. The trend supporting the step-down model is reversed if the BPD patients are 
removed from the sample, suggesting it is features specific to BPD that account for 
this finding. Borderline patients are often defined by abandonment fears, instability 
and relationship problems. The abrupt termination of established relationships 
followed by no support may be counter-therapeutic for this group. These results may, 
however, reflect length of treatment (6.2 months inpatient plus 9.7 months outpatient, 
compared to just 8.8 months inpatient), known to correlate with outcome (Dolan et al, 
1997). Chiesa et al (2002), found both programmes were superior to general 
psychiatric management in reducing health care costs, ^vith the step-dovm programme 
the most cost-effective. The drop-out rate was also significantly lower in the step- 
down group. These results need replication with randomised design, matched 
treatment lengths, an untreated control, and less severe BPD patients than the current 
sample. They nevertheless indicate that clinical- and cost-effectiveness may benefit 
from investing resources in outreach services to complement inpatient treatments.
Problems in Evaluating Research
Research Methodology
It is difficult to evaluate the evidence base for treatments for BPD due to the lack of 
controlled trials, large samples and long-term follow-ups. Samples are often very 
mixed. Chiesa et al. (2002) found an average of 3.5 PDs per patient in their sample.
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High comorbidity with depression, substance abuse, eating disorders and traumatic 
symptoms also complicate research samples (Zanarini, 1998, as cited in Tyrer, 2000). 
Many of the studies discussed used different interview schedules. Agreement between 
them is little better than self-report, rarely even reaching 0.5 (Clarkin and 
Lenzenweger, 1996), making comparison and replication of research difficult. Good 
internal reliability is undermined by their failure to generalise. In such 
multidimensional disorders open-ended questionnaires may capture the most detail, 
but are old and seldom used. They have been rejected in favour of more reliable 
structured interviews, whose primary function is for categorical diagnosis, using 
diagnostic criteria. The validity of such outcome measures depends directly on the 
validity of diagnostic criteria in capturing the true borderline dimensions.
Diagnostic Issues
There is no agreed dimension in BPD that is primary to the disorder and used to 
measure outcome, and many clinicians regard BPD as a ‘dustbin’ category (Tyrer, 
2000). No single criterion is necessary for diagnosis, which can be made without even 
what most professionals identify as core to the disorder e.g.unstable relationships, 
impulsivity, affective instability and identity disturbance (Higgitt and Fonagy, 2000). 
Inconsistencies in efficacy research are likely to be due in part to this clinical group 
including patients with widely different presentations. Subtype definition within BPD 
would improve research and add integrity to this category. A dimensional system 
would be more appropriate for measuring outcome. If a patient fulfils only 4 criteria 
necessary for diagnosis post-treatment but attempts suicide at twice the rate compared 
to pre-treatment, the improvement indicated by no longer fulfilling the criteria for 
BPD is argued to be meaningless.
Outcome Measures
Most studies use rates of suicide, self-harm and hospitalisation as measures of 
improvement. Treatment histories of borderlines show suicide is a significant 
predictor of hospitalisation (Zanarini et al., 2001), while none of the nine symptoms in 
DSM-IV criteria for BPD correlated with hospitalizations (Hull et al., 1996). Death 
by suicide may validly represent the worst possible outcome for a disorder, but it may 
be erroneous to assume improvement in the borderline condition or level of distress is
20
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reflected by reduced hospitalization and suicide rates. Waldinger and Gunderson 
(1987) found that in the first year of psychotherapy severe borderline patients had 
increased suicidal behaviours, but experienced a decline in the severity of suicidal 
acts in the second and subsequent years of therapy. The question of what defines 
improvement remains central to answering the essay question. It is argued that neither 
service use, suicide nor diagnostic criteria necessarily reflect improvement accurately 
leaving efficacy research insubstantial.
The Ingredients for Effective Treatment
The research points to long duration as necessary for effective treatment, most effects 
emerging after 12 months ( e.g. Bateman and Fonagy, 2001) and being inversely 
related to treatment length (Dolan et al.,1997). Links and Heslegrave (2000) found 
over 45% of a follow-up sample attributed change to a significant other, leading them 
to suggest a healing-relationship-mediated recovery. This is supported by aetiological 
accounts and the effectiveness of relationship focused treatments. In a qualitative 
study of patients’ perspectives (Miller, 1994), feelings of inadequacy and 
estrangement were most common, interfering with therapy for fear of disapproval. 
This supports the need for social validation and support. Democratic rather than 
hierarchical relationships may be preferable e.g. groups or ‘milieu’ therapies. While 
outpatient group psychotherapy fulfils most of these requirements, it is common 
practice not to have more than 1-2 BPD patients in general groups, because of their 
disruptive element (Pines, 1998), so special BPD groups would be required. These 
factors may also favour an inpatient specialist treatment, where many relationships 
develop and staff are skilled to manage and contain these patients but resource re­
allocation will undoubtedly have to await stronger support.
Not all patients are suitable for intense psychotherapy or inpatient stays, however, and 
many are averse to group therapy. Specialized assertive community outreach teams, 
could provide continuity after discharge, as well as high level support for those in the 
community unwilling to commit to intensive treatment programmes (Links, 1998). 
There are no trials of Assertive Outreach with BPD, although some studies including
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personality disordered patients have found reduced hospitalisation rates, increased 
medication compliance, and decreased social problems (e.g. Stein and Test, 1980, as 
cited in Links 1998).
Cost Effectiveness
In the general move towards care in the community specialist services and inpatient 
beds have been cut (Schimmel, 1997). Cost-offset research suggests this trend might 
need re-evaluation. Specialist psychotherapeutic services have been viewed as an 
expensive indulgence (Marks, 1994, in Dolan et al 1996), but studies suggest clinical 
effectiveness leads to cost effectiveness. Hall, Caleo, Stevenson and Meares (2001) 
estimated costs for the years before and after twice-weekly psychotherapy for BPD 
patients, based on patient recall and medical records. The results reveal a substantial 
saving per patient ($18,500), mostly deriving from significant reductions in inpatient 
costs in the year after therapy. The results implied that even full time psychotherapy 
for a period of years could be justified by reduced inpatient treatment and emergency 
visits. Dolan et al found a similar saving (£12,658 per patient) in an evaluation of 
cost-offset following therapeutic community treatment of personality disorders (74% 
met criteria for BPD). Again these savings were mostly seen in reduced inpatient 
days. Dolan argues that, if this saving was to be sustained for just one more year, the 
therapeutic community admission costs (£25,641) could be met. Further improvement 
would then constitute a saving. Although the self-report and retrospective case 
information used might bias results towards a net saving, it would be unlikely to 
cancel it out.
Dolan argues that the impact of cost offset is removed by the structure of the current 
funding system (1997). Local purchasers would not save money in their own budget 
due to definitions of extra-contractual specialist services. This dilemma reduces 
overall clinical and cost effectiveness, and capacity optimisation, and could only be 
resolved by greater supra-regional funding of tertiary treatment centres. Non-health 
services savings might also enter into cost-offset if costs are evaluated at a regional 
level.
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Conclusions
There is little conclusive evidence that BPD can be treated effectively in a general 
AMH outpatient setting. The best results are for medication, but are symptom specific 
and cannot provide lasting effects without continued treatment. Some gains appear to 
follow long-term psychosocial treatment, but studies need replication with better 
designs. The limited availability of psychotherapy and group therapy in the NHS 
further diminishes the chances of effective treatment. The rationale for specialist 
services and staff teams is persuasive, even though the research is riddled with the 
same problems that permeate the whole field. The trends shown, alongside reports 
from clinicians, cost-offset studies and factors that appear to mediate outcome would 
support a combination of inpatient units (for the most disturbed), intensive outpatient 
psychotherapy (for those less disturbed with motivation), and supportive outreach (for 
all patients). Changes in service provision will have to await more conclusive 
treatment trials. Research would benefit from diagnostic clarification, the creation of 
sub-types within BPD, development of suitable measures and improved design. Until 
this happens, treatment primarily needs to be flexible, and address the needs of a 
varied client group. The DoH distinguishes between general and specialised services, 
not in the type of therapy or diagnostic group, but by whether the case is particularly 
complex or treatment resistant (2001). It is argued therefore that the limited evidence 
base for treatments, the repeated use of AMH services by BPD patients, and the 
complexity and treatment resistance seen in this disorder expose a weakness in general 
services. Tertiary services provided on a national level may be necessary as a 
supplement.
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Introduction
The term Teaming disability’ is a political rather than a diagnostic term for mental 
retardation. Mental Retardation is defined by the Diagnostic and Statistical Manual of 
Mental Disorders (DSMIV, 1994) as (1) significant impairment in intellectual 
functioning, defined as having an intelligence quotient (IQ) below 70 on standardized 
tests, with (2) associated deficits in adaptive behaviour and also (3) onset before age 
18. As early as the thirteenth century it has been acknowledged that people with 
Learning Disabilities (PWLDs) that commit crimes should be treated differently to 
non-disabled criminals(Murphy & Mason, 1999). English law requires a ‘guilty state 
of mind’ (mens rea) to define a crime, not just the behaviour and its consequences 
(Clare & Murphy, 1998). This criteria excludes many people with severe Learning 
Disabilities (LDs) from the offending category. ‘Offenders’ have been charged by a 
court with a behaviour that is against the law. Until then they may be called an 
‘alleged offender’. While this is an important distinction in the law, it is not essential 
for a comprehensive evaluation of assessment and treatment in this field as 
intervention should not await conviction. Consequences of offending-type behaviours 
can have implications for victims and for perpetrators. Until recently PWLDs that 
showed offending-type behaviour were transferred to hospitals rather than prisons. 
PWLDs with alleged offending behaviour may be vulnerable at a number of stages in 
the path from being arrested to receiving (or not receiving) treatment. The Reed 
Committee Report (DoH, 1992) highlighted the need to place offenders with LDs in 
the community rather than institutions for these reasons. The nature of the primary 
impairments (intellectual and adaptive functioning) and secondary difficulties (e.g. 
social isolation and vulnerability to abuse) associated with PWLDs present a 
challenge to assessment and treatment. The move away from institutions has 
highlighted these challenges, as well as the need for effective assessment and 
treatment procedures outside these settings. This essay will explore the need for 
specialist assessment and treatment for PWLDs, and will evaluate the procedures and 
research currently available. While some current initiatives show promising results, it 
is argued that the paucity of reliable assessment tools and sound empirical research 
trials may reflect the practical and ethical problems that pervade this area. These will 
be discussed with reference to future directions.
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Assessment
The case for specialist assessment and treatment
Specialist mechanisms must be in place to deal with PWLDs that offend, because 
assessment in this case does as not mean simply assessment for treatment, but also 
assessment of the LD, of suggestibility, of capacity to stand trial, intention, and 
consent. The early stages of assessment must cover these factors as well as explore the 
role of Psychology and the MDT in the CJS process, confidentiality, the client’s 
awareness of the situation and the actions taken as a result of the offence. Mainstream 
assessments may miss some of these factors and be too complicated for offenders with 
LD, who may need wider and more sensitive assessments.
Early assessments
It is outside the scope of this essay to cover all the above areas for assessment, 
although there are few structured procedures for any of them anyway (Barron, 
Hassiotis & Banes, 2002), so the first two will be covered to highlight relevant issues. 
Early identification of the LD is crucial to ensure assistance in interviews and referral 
to specialist services. Studies suggest a low rate of identification of LD in alleged 
offenders (e.g. James, 1996, as cited in Barron et al. 2002), reducing contact with the 
appropriate agencies at the right time. Proper diagnosis of a LD should require an 
extensive IQ assessment (e.g. WAIS-111), assessment of adaptive behaviour (e.g. 
with the Vineland Adaptive Behaviour Scale) and archival information to determine 
whether functioning reflects an enduring, rather than transient, characteristic. In 
McBrien’s (2003) review not one of fifteen studies had used the WAJS-R to diagnose 
LDs, most relying inappropriately on the type of school attended. Hayes (2002) 
developed the Hayes Ability Screening Index (HASI), a short cut for early 
identification of LD in offenders. It correlates well with benchmark tests like the 
WAIS and the Vineland Adaptive Behaviour scale. After selecting out non- 
discriminatory items, the final version can be administered by non-psychologists in 5- 
10 minutes and has good psychometric properties. A pilot study found it 100% 
successful at picking up LDs in a correctional setting. Inclusion of this tool into 
standard police interviewing procedures would improve the detection rate and fair 
treatment of people with LD. A fuller assessment of comprehension by trained 
professionals is needed later to assess capacity to stand trial and to direct treatment.
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PWLDs have been found to be more likely to change their responses during 
questioning as a result of leading questions or pressure (Hayes, 1996). Police have an 
obligation to provide special assistance for PWLDs in interviews under the Police and 
Criminal Evidence Act 1984. The definition of special assistance as ‘an appropriate 
adult’ has been criticised, however, as often leading to passive observation by an 
unskilled adult (Evans & Rawstome, 1997, as cited in Barron, et al., 2002). 
Professionals with experience of working with PWLDs would be preferable and an 
amendment to the law to include this is desirable. Assessment of suggestibility should 
be made early to guard against unfair conviction. Gudjonsson’s Suggestibility Scale 
(Gudjonsson, 1987) uses questions regarding a story read to interviewees to determine 
suggestibility. It has been found to have high test-retest reliability (Singh & 
Gudjonsson, as cited in Gudjonsson, 1987).
Methods and information sources for assessment
A wide range of sources of information must be accessed in assessment of offenders 
with LDs (OWLDs). Clare and Murphy suggest self-report should be supplemented by 
reports from others, observations and archival data. Information should preferably be 
gained from all these sources as each has problems. Self-report measures are limited 
by impairments in language, memory (including recency and primacy effects) and 
dealing with abstract concepts. Structured questionnaires are rarely designed for the 
LD population. Clare (1993) suggests that even with adaptations e.g open rather than 
closed questions, making scenarios and scales visual, that poor test-retest reliability 
shows these measures are not appropriate for LD populations and have no norms for 
this population. Reports jftom others may be inaccurate, observations can be difficult 
with low frequency behaviours, and archival data can be incomplete. Physiological 
assessments are used in some cases. Salter (1988, as cited in Thompson & Brown, 
1997) suggests penile plethysmography (attaching sensors to measure blood flow in 
the penis) is the only reliable measure of arousal, but this method is intrusive and 
unlikely to gain informed consent. Using viewing time, for example of bodies of 
different maturity to assess sexual interest, is a preferable way to assess interest (if 
self-report is in doubt), but may simply reflect poor cognitive or psychomotor skills 
(Glasgow, Osborne & Croxen, 2003). The inadequacies of each method highlight the
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need for a multi-faceted approach to assessment. Unfortunately there is no systematic 
procedure for assessing OWLDs. Judgements of important issues, and the way they 
are arrived at, are left to the skill and discretion of individual professionals. The 
validity, reliability and transparency of the process would benefit from development 
of standard procedures.
The person and his backround
Clare and Murphy (1998) suggest in addition to assessment of the behaviour 
assessment must look at the person, his current context and his backround. 
Developmental and social history is essential and must include issues like 
discontinuity of care, abuse, life events and social network, as these all contribute to 
an understanding of the behaviour. Psychiatric and forensic history should also be 
assessed. These factors should be taken using archival data, self-report and report 
from a close other. The persons current functioning also needs to be assessed 
including cognitive and social skills, mental health needs, communication, challenging 
behaviours, emotional regulation and ability to understand the law.
Assessment of the offence
A functional analysis of the behaviour aids an understanding of the processes 
underlying it. This requires description of how, what, where and when, and also the 
consequences of the behaviour that may be maintaining it. If practical this information 
can be acquired through detailed observation of a well defined behaviour (e.g.
O’Neill, Homer, Albin, Storey, & Sprague, 1990). Unfortunately a functional 
understanding of low-frequency behaviour may require archival data or interviews, 
rather than observation. Archival data can be incomplete, however, suffering from 
omissions in recording and insubstantial definition of incidents. Rose and West (1999) 
found only 5 of 19 clients could be assessed for anger incidents following treatment 
because they were the only ones with continuous records of incidents. There are also 
problems with interviews, for example in the consistency between self and staff 
reports. Benson and Ivins (1992, as cited in Taylor, 2002) found staff rated clients as 
angrier than clients rated themselves on the Novaco Provocation Inventory (Novaco, 
1988), whereas Willner, Jones, Tam & Green (2002) found the opposite. Despite 
research finding good internal reliability and concurrent validity (e.g. Novaco &
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Taylor, 2001, as cited in Taylor, 2002), there are no norms for the LD population. 
Inconsistencies may reflect a conflict of interests between staff and clients. Over­
estimations by staff may reflect concerns about risk, or inconsistencies may reflect 
client variables like denial, social desirability or limited comprehension. If such tools 
are used caution should be taken in interpreting results, and other assessment tools 
should be used to supplement the assessment.
Questionnaires
Questionnaires can be used to acquire information regarding the offending behaviour 
and guide treatment. Sexually abusive behaviour, for example, ranges from serious 
rape to stealing women’s underwear (Thompson & Brown, 1997). Clearly the 
treatments necessary for different behaviours would vary depending on interests (e.g. 
sexual), intentions, knowledge about the event (e.g. legal) and attitudes (e.g. were the 
consequences desired or incidental). A behaviour enacted because the perpetrator 
lacked sexual knowledge may be very different to one with a criminal intention. Some 
questionnaires designed for non-LD offenders that target these issues have been 
adapted for people with LD, using visual rather than verbal material, open ended 
questions, and using prompts after items (Bala & Zigler, 1979, as cited in Rose & 
West, 1999) but few have been standardised. The Sex Offenders Self-Appraisal Scale 
(S.O.S.A.S), for example, asks participants to rate their agreement with statements 
targeting denial, blame, minimisation. It has been adapted from the Prison Service Sex 
Offence Attitude Questionnaire (Bray & Forshaw, 1996a) for PWLDs. Adaptations 
include a visual five-point scale, and administration changes to increase engagement. 
Even with such adaptations there are still problems. Even a five-point scale may be to 
complex and there have been no detailed analyses of comprehension levels necessary 
for negative and multi-statement concepts. This scale needs norms for other LD sex 
offenders, LD non-sex offenders and non-LD sex offenders. The only LD sex offender 
assessment for which norms have been collected is the Questionnaire on Attitudes 
Consistent With Sexual Offending (QACSO) (Lindsay, Carson & Whitefield, 2000). 
These have not yet been published, but in any case the adapted version has been found 
to be too challenging for most PWLDs (Rose, Jenkins, O’Connor, Jones & Felce, 
2002). Even with norms available, the problems limit the reliability and validity of
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these assessments, which need evaluation for use in assessment for treatment and as 
outcome measures.
Risk assessment
Lindsay et al. (2002) also include risk of re-offending in the assessment package. An 
understanding of the triggers and functions of the behaviour will help this. The semi­
structured assessments of risk that many forensic practitioners use are not designed for 
the LD population, for whom self-report, observation and informant-based 
information is necessary (Johnston, 2002). Multi-disciplinary assessment of risk using 
these methods is preferable to rigid actuarial methods which have dubious reliability 
and validity, and miss individual characteristics (Grubin, 1997, as cited in Taylor & 
Halstead, 2001). Risk assessment must include a history of offending, current 
behaviour, mental state, reports of intention to offend, test results and research 
evidence e.g. prediction indicators. O’Connor (1997, as cited in Robertson & Clegg, 
2002) further suggests that risk should be evaluated within a certain context. Risk is 
dynamic. It requires vague estimations of likelihood and difficult definitions of what 
comprises a hazardous incident. Clearer definitions, procedure and collaborative 
multi-agency responsibility for completing risk assessments would ensure this process 
was not marginalised.
Treatment
Challenges involved in treating LD-Offenders
Mainstream treatment programs may be inappropriate for PWLDs and are 
traditionally for those with an IQ of above eighty e.g. sex offender programmes, so 
OWLDs may not even be offered treatment (Grubin & Thornton, 1994). PWLDs have 
cognitive impairments that may hinder acquiring knowledge and skills, especially 
through a verbal domain. Alternatives to verbally-mediated treatments also have 
problems, including lack of self-regulation which would aid transfer of remediated 
behaviours to other contexts. Cullen (1993) points out the complex memory, self­
speak and behavioural planning required for self-regulation. Rule-based behaviour is 
needed. If you don’t steal somebody’s money you definitely lose in the short-term, 
and maybe gain in the long-term (by preventing incarceration), whereas if you do, you 
definitely gain now and maybe pay later. Cognitive impairments may complicate
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evaluation of distant uncertain benefits (not going to prison) for short-term 
gratification and make treatment feel punitive. We still do not know what the crucial 
ingredient of treatment is. Most studies are uncontrolled case studies in secure settings 
or use non-offenders. Using untreated offenders as controls comes with ethical 
problems. These studies are useful in outlining interventions but their results cannot 
necessarily be generalised. Improvement may be to do with the individual, the 
therapist, or other unrelated intervening variables. Recently efforts have been made in 
the South-East to collect data over different regions for sex offender groups using a 
manual and keeping assessment and treatment variables the same. The Sex Offender 
Treatment South East Collaborative-Intellectual Disability (SOTSEC-ID) may be an 
example of how to collect data on a larger and more controlled scale for empirical 
evaluation. The need for multi-agency and multi-faceted input can impede treatment 
of PWLDs. Specialist units may aid the tying together of direct and indirect treatment 
of offenders, and input from different agencies e.g. CJS, health, social services. 
Lindsay et al (2002) found promising results from a specialist unit for OWLDs. 
Assessment and treatment was provided on an in-patient, day-patient or outpatient 
basis with provision of different treatment options including group treatments for 
offending, anger and anxiety management, education, individual psychological 
treatment and skills training (all using a CBT model).
Necessary Characteristics of treatment
Treatment needs to be concrete and visual, give clear simple messages and be of long 
duration. Lindsay and Smith (1998) reported superior outcome for sex offender 
treatment if treated for 2 years rather than one. Booster sessions following treatment 
may enhance LT effects, or provide an alternative to long treatments where resources 
are limited. Messages should be emphasised from different individuals to increase the 
generalisability of treatment effects i.e. a multi-agency approach. Motivation to 
change may need to be targeted early on. Mendel and Hipkins (2002) found 
encouraging results from a preliminary study of motivational interviewing to prepare 
alcoholic clients for therapy and the prospect of change. It is unclear whether group or 
individual treatment is best. In mainstream sex offender treatments group work has 
been effective in increasing self-esteem, assertiveness, disclosure and encouraging an 
internal locus of control for behaviours. Rose et al. (2002) suggest being in groups per
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se may mediate some treatment effects through its challenge to secrecy, a feature of 
sex offences. Many decline group treatments for this same reason though. Most CBT 
work has been in groups, but the evidence that group work is preferable for OWLDs is 
insubstantial. A problem with group work with PWLDs is that due to low incidence of 
both LDs and offending diversity within groups is often large ie ages, convictions and 
severity of offences. This can create problems between group members and in 
disclosure. There is also a danger of transmission of criminal behaviours. Individual 
treatment may be more flexible and able to directly target the individual’s key 
problems.
Educational and skills-buiiding approaches
Some believe that limited awareness of social rules and skills deficiencies may be a 
cause of offending behaviour in PWLDs. Lindsay et al. (1992) found improved 
knowledge in non-offenders at 3-month follow-up of a controlled study of a sex 
education programme. Such improvement, however, do not automatically imply 
reductions in offending. Charman and Clare (1992) used an educational approach with 
LD sex offenders and noted that gaps in men’s knowledge did not fit their crimes and 
thus cannot be the sole mediator of offending behaviour. Education may, however, 
encourage communication about sexuality, as well as improving knowledge, which 
may reduce offending behaviours. Jackson, Glass and Hope (1987, as cited in Day 
1993) suggest arsonists re-offend when frustration is misdirected due to lack of 
communication or absence of a person target. Clare, Murphy, Cox and Chaplin (1992, 
as cited in Day 1993) report a case study using assertiveness training. The 
improvements they observed cannot be attributed to the intervention, due to lack of 
controls, but this focus is intuitively appealing in a population who have little social 
control. Educational and skill-building (communication, social and relationships) 
components may be a useful adjunct to treatment but there is insufficient evidence to 
know whether they are effective alone. Treatment may also need to target the problem 
behaviour directly and build alternative behavioural repertoires.
Behavioural approaches
Behavioural programmes have been used to target behaviours directly. Whitaker 
argues the evidence for behavioural treatments is strong especially when treating
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offenders with severe LD with limited language (1999, as cited in Carr et al., 2000). 
Some rely on implementing corrective procedures immediately after the behaviour 
occurs, but offending behaviours are often low-frequency, so implementing 
reinforcement schedules is problematic. Covert sensitization avoids this problem by 
attempting to associate offending/abusive thoughts with negative consequences e.g. a 
shock, to directly manipulate arousal in sex offenders. These procedures present 
ethical dilemmas. They are unlikely to gain informed consent and their success is 
questionable (Murphy et al, 1983, as cited in Barron et al 2002). While penile 
plesthymography has shown that intrusive methods can effectively reduce arousal, 
reconditioning arousal to appropriate stimuli is difficult and may leave a behavioural 
vacuum to be filled with other inappropriate behaviours. Behavioural methods exert 
control from outside rather than encouraging self-regulation. If contingencies change, 
the behaviour is likely to return, especially if no other behaviours have been 
introduced. Selective reinforcement of alternative behaviours is an ethically superior 
approach. Carr et al. (2000) reviewed 15 studies of non-contingent reinforcement for 
anger problems in controlled settings and found promising outcomes. Controlled 
settings may be necessary with high staff-client ratios, however, and it may be 
difficult with low-ffequency behaviours. Furthermore whole environment approaches 
(e.g. token economies) have been criticised for failing to address the needs of the 
individual, and failing to achieve individual ownership of the problem and motivation 
to change (Holland & Murphy, 1990, as cited in Day 1993).
Cognitive approaches
CBT for sexual offending attempts to target knowledge, beliefs and attitudes 
surrounding sex. Ameliorating cognitive features like thoughts and beliefs in people 
with cognitive impairments is intuitively laden with obstacles, but also has appeal. 
CBT is the considered the treatment of choice for non-LD sex offenders (Marshall et 
al, 1991, as cited in Lindsay et al 1998). Despite the lack of evidence that established 
models of sexual offending are applicable to the LD population (Fisher, 1994, as cited 
in Clare & Murphy, 1998) the standard sex offender treatment used in British prisons 
has been adapted for those with IQs of less than 80 by HM prisons and the Janet Shaw 
clinic (Allam, J., Middleton, D. & Brown. 1997). Core modules were modified to
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increase emphasis on social skills, reduce emphasis on fantasy modification, slow the 
pace, and use more repetition and visual cues.
Lindsay, Neilson, Morrison and Smith (1998) describe a community group CBT 
treatment for people with mild LDs charged with sexual offences against children. 
Sessions progress from covering factual and legal issues to denial, responsibility for 
the offence, victim empathy, and relapse prevention. Attitudes are elicited using 
pictorial scenarios, and discussion instigated around alternative attitudes, for which 
evidence is sought from group members. The dissonance created is used to force 
participants to choose between the attitudes. Using the QACSO they found that all 
men changed some attitudes about sexual acts with children, but many attitudes did 
not change. Attitudes about blame and harm were hard to change, and the attitude that 
some forms of abuse are okay providing the adult was very gentle was very resistant 
to change. Regardless of attitude change, however, no clients were charged with 
offences in a four-year follow-up. The lack of a control group limits these findings. 
Lindsay, Marshall, Neilson, Quinn and Smith (1998) ran a similar group treatment for 
exhibitionists. Again the results are variable. While there were some changes there 
were also intermittent reversals in attitudes even late in treatment. In a five-year 
follow-up, however, none of the four participants had re-offended. While this might 
be a better measure of outcome than attitude change, the participants were on 
probation, and it is unclear how this affects group attendance and re-offending.
Many professionals advocate CBT as the best treatment for sexual offending in 
PWLDs (e.g. Barron et al. 2002), but the efficacy remains unclear. The best results at 
present are from small uncontrolled treatment groups, results are variable and there is 
little evidence for real attitude change. It may be the cohesive approach of these 
treatments that mediates outcome rather than the cognitive element. Rose et al. (2002) 
found in a CBT treatment trial for sexual offenders that the only significant effect was 
a shift in locus of control from internal to external, the opposite direction to that 
desired. In one subject victim empathy decreased. Jahoda (2002) questions whether 
people actually change their beliefs or whether they learn, from social reinforcement, 
the appropriate answer. Lindsay et al (1998) describe support given for adopting 
attitudes, which suggests social desirability may play a role in attitude change rather
39
People with Learning Disabilities Essay
than traditional evidence-seeking approaches used in CBT. Repeated administration of 
questionnaires in some studies (e.g. Lindsay, Neilson, et al. 1998) may mediate 
learning effects. Despite inconsistent effects on attitude change, recidivism rates 
following CBT appear to be superior to no treatment e.g. 0-28% compared to 72% 
(Linsday, Neilson, et al., 1998). Longer-term follow-ups would substantiate research 
results.
Results of CBT with PWLDs that have committed other offences are also variable. 
Clare et al. (1992) found no fire-setting behaviours in a nine-month follow-up of CBT 
treatment for a single offender with LD charged with arson. But as a single case-study 
this result is weak. Anger treatments have traditionally used CBT models for non-LD 
aggressive offenders and may be useful in treating OWLDs. Lindsay and Law (1999, 
as cited in Tayor, 2002) found 60% of referrals to a challenging behaviour/offending 
service had clinically significant anger problems, CBT treatment trials for anger have 
shown inconsistent results. Most CBT treatments derive from Novaco’s treatment 
(1975) involving cognitive restructuring, arousal reduction and behavioural skills 
training. Black and Novaco (1993, as cited in Allen, Lindsay, Macleod & Smith,
2001) simplified this for use with PWLDs with a history of aggression by using visual 
analogue scales, training in self-monitoring and lengthening the relaxation module. 
Staff-ratings of anger decreased significantly over the treatment period but self-ratings 
increased. Taylor, Novaco, Gillmer and Thome (2002) report opposite results in the 
first controlled trial of CBT for anger in actual offenders using a similar treatment i.e. 
self-rated anger intensity reduced, but staff-ratings showed no change. Evaluation of 
the treatment is limited by inadequate unstandardised measures, small sample sizes, 
and only 1 month follow-up. However other studies have found positive results 
(Willner, Jones, Tams and Green, 2002) suggesting CBT treatments for anger may be 
useful. Willner et al. (2002) found a correlation between improvement and IQ, 
suggesting the usefulness of the cognitive component is related to the cognitive 
capacity of clients and therefore may not be universally applicable.
Benson, Rice and Miranti (1986) compared groups to investigate the most useful 
treatment ingredient (relaxation training, self-instruction, problem-solving and a 
combined group). They found similar improvements in groups treated with different
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components, which is encouraging, but lends little to the development of programmes. 
Most authors (e.g. Benson et al 1986, Willner et al, 2002, Rose et al. 2002) questioned 
whether cognitive elements in treatment added anything useful to behavioural 
interventions for anger in PWLDs. Taylor (2002) argues this may be because no CBT 
trials for anger have attempted to change faulty belief content, something he suggests 
is crucial, but rather have targeted ameliorating cognitive deficits e.g. self-monitoring.
Psychodynamic approaches
Aggression and sexually abusive behaviours may be a symptom of trauma and loss in 
PWLDs. Milner (1962, as cited in Day, 1993) suggested delinquent behaviour is the 
externalised expression of guilt about sex and death. Psychodynamic psychotherapy 
may influence offending behaviour either directly or indirectly by working on 
defenses against trauma and loss. Sinerson (1997) found experiences of major trauma 
in all participants in a psychodynamically-oriented group treatment for sex offenders 
with LD. She suggested that until these people receive empathy for what they 
themselves have experienced they cannot be expected to have empathy for their own 
victims. Sinerson suggests that it may even be easier to see disturbances clearly in 
PWLDs than in non-LD clients because of their failure to process past trauma by 
symbolisation. Beail (2001) treated 13 male offenders with LD arrested for violence 
using a psychodynamic approach. There was no re-offending during treatment, and 
only 2 re-offended in a four-year follow-up. All five people that refused the treatment 
had re-offended (although this is not an appropriate no-treatment control group 
because they had refused treatment). Some of those treated were in therapy for less 
than 6 months, suggesting this method of treating offenders with LD is a viable one. 
Controlled treatment trials are needed to confirm this.
Medication
Neuroleptics are often used to treat aggression in PWLDs. However, even the few 
studies that use adequate methodology find no evidence for the effective treatment of 
aggression with neuroleptics. Matson, Bielecki, Mayville and Matson (2000) suggest 
any effects are likely to be non-specific, and thus suppress adaptive behaviours 
alongside aggressive behaviours. Antilibidinal medication (e.g. medroxyprogesterone 
and cyproterone acetate) has been used to treat sex offenders. While reduced has been
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noted there are few unequivocal results, especially with people with LD (Cooper, 
1995). Cooper and Cemovsky (1992, as cited in Cooper, 1995) in a placebo-controlled 
trial found waking responses were less influenced than nocturnal response to 
antlibidinal drugs, suggesting that cognitive processes may have more influence on 
erections than testosterone when conscious. Moreover, without instigating a change in 
behavioural repertoire or self-regulation withdrawal of the drug will inevitably lead to 
a return of the behaviour. Unwanted side effects, like breast growth and liver 
dysfunction, make this treatment unethical and a last resort.
Staff training, ecological approaches and prevention
Clare and Murphy (1998) suggest comprehensive treatment must include 
environmental changes as well as direct treatment and preventative work. In the LD 
population, for whom decisions are often made by others, assessing and adapting the 
environment is mandatory. Obstacles to this may be where there are other residents 
with individual needs or staff reluctance. Involving staff in interventions can increase 
the generalisability of treatment gains into other setting. Taylor, Keddie and Lee, 
(2003) found during a training day that 93.4% of attendants had worked with sexual 
offenders with LD and 61% had not received any training. Investing in staff training 
and support would clearly aid management of offenders in the community and reduce 
the risk of re-offending. Training packages can motivate staff while also improving 
client autonomy and skills.
Staff are crucial in prevention as well as maintaining treatment effects. Prevention 
requires a wide approach to the whole person and the systems around them. This 
involves identifying gaps in people’s lives, ensuring sufficient autonomy, social 
network and expression of need. Predictors of offending in PWLDs include a 
backround of behavioural difficulties and social instability (Richardson, Roller &
Katz, 1985, as cited in Clare & Murphy 1998). Early detection and intervention for 
emotional and behavioural difficulties would aid a prevention, although is often 
limited by resources. Investing resources early on, however, would be likely to save 
them in the long run. Day (1993) found nearly two-thirds of a sample of LD sex 
offenders had no sexual experience involving another person before their first offence. 
Many PWLDs have been protected, from the law, from sexual education and contact.
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from society and society from them. Flynn, Whealen and Speake (1985, as cited in 
Brown & Thompson, 1997) investigated moral development in people with LD and 
found 55% understood ‘good’ as synonymous with obedience rather than the welfare 
of others. Socialising and destigmatising sexuality in PWLDs may increase social and 
moral development and reduce abusive sexual behaviour as the only access to sexual 
behaviour they have. Socialising society to PWLDs may also be necessary. Wider 
issues regarding the welfare and society’s treatment of PWLDs can be overlooked in 
attempts to treat the behaviour directly, but may be an important ingredient for 
success.
Conclusion
There is currently little evidence for effective treatments for offending in PWLDs, and 
assessment procedures are riddled with problems. Results are promising, however, 
considering the difficulties in assessment and treatment of this population. These 
difficulties may be preventing this area from attracting research interest and funding. 
Assessment, treatment and research would benefit from the development of valid and 
reliable outcome measures that have norms for the LD population. Collaborative 
efforts to collect outcome data may aid evidence-based treatments, and specialised 
units based in the community may facilitate wider approaches to assessing and 
treating the whole person as an individual in a context. The scope for treatment also 
needs to be widened to preventative issues. Perhaps an important question for this area 
is ‘what are we treating’? The LD, the offending behaviour, the environment, the 
whole person, the care system or even wider society and its ingrained attitudes? This 
essay argues all need to be taken into account for the assessment and treatment of 
offenders with learning disabilities.
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Introduction
Abuse includes physical abuse, sexual abuse, emotional abuse and neglect (Briere et 
al, 1996, as cited in Edgeworth and Carr, 2000). While neglect involves passive 
ignoring of the child’s needs, abuse involves intentional maltreatment. Buchanan 
(1996) emphasises the difficulty, however, in separating the definitions and effects of 
sexual or physical abuse from neglect, witnessing violence, or maternal unavailability. 
These are on a spectrum with normality, and there is likely to be a degree of emotional 
abuse in all categories. This essay attempts to draw types of abuse together for this 
reason, and identify a common psychopathology functioning in an intergenerational 
cycle of abuse that also explains why some abused children go on to abuse and others 
do not. The literature that supports and disputes a cycle is reviewed, and it is 
reconciled with the notion of a multifactorial cycle of risk and protective factors. This 
demands comprehensive assessment in order to provide individualised intervention 
programmes. It is argued that relational issues are central to effective interventions 
that break the cycle in the long-term, although there are many interventions that 
ameliorate some of the many effects of abuse. These are discussed and evaluated, 
focusing on intrafamilial abuse as the most common form of abuse (Carr, 1999).
The research evidence
Research on the rate of intergenerational transmission of abuse reveals inconsistent 
results. Classer et al. (2001), in a retrospective study in a forensic psychotherapy 
centre, found 35% of perpetrators of sexual abuse had been a victim of CSA, 
compared to 11% of non-perpetrators. Goodwin, McCarthy and Divasto (1981) also 
found a higher rate of childhood abuse among abusing mothers (24%), than non­
abusing mothers (3%). Kaufman and Zigler (1987) suggest that retrospective designs 
exaggerate this link, but prospective studies also show a high rate of intergenerational 
transmission of abuse. Egeland, Jacobvitz and Papatola (1987) used a prospective 
design to investigate the child-rearing practices of mothers who suffered childhood 
abuse. They found 70% maltreated their own children. Oliver (1993) suggests, in a 
review of 60 studies, the true rate of transmission is 30%. Despite flaws in the 
research, like retrospective self-report measures and selective samples, this figure is 
still significantly greater than the rate of abuse in the general population (2-4%), thus 
a history of abuse does appear to be a risk factor for abusing (Buchanan, 1996). The
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path is not one of simple repetition however. CSA does not necessarily produce a 
sexual abuser. Violence does not necessarily beget violence. Widom (1989) found 
little evidence for a single factor cycle of abuse in a prospective study of abused 
children. She found those who had been sexually abused were no more likely to be 
arrested for sexual abuse, but were still more likely to be arrested for violent crimes 
than non-abused controls. Neglected children were almost as likely as victims of 
physical abuse to be arrested for violent crimes later (20% and 21% respectively).
Against a single factor cycle
Research into the cycle of abuse is complicated by difficulties disentangling sources 
of trauma. Research questions become simplified in order to test parts of a complex 
cycle, and categorical conclusions may result from using categorical measures. This 
does not reflect the reality of abuse, which needs to be viewed on a spectrum with 
normal parenting and types of abuse as frequently intermixed. Bagley, Wood and 
Young (1994) found in a random sample of 750 males that none of those reporting 
sexual abuse without additional emotional abuse were identified as having later sexual 
interests in children. In agreement with this Hodges et al (1994, as cite in Woods) 
report that where a young sexual abuser has not been sexually abused themselves, 
there is usually a high degree of other forms of abuse in his background. Factors 
associated with becoming a sexual offender, independent of CSA, include being a 
victim of physical violence, witnessing physical violence, discontinuity of care and 
rejection from the family. When abuse is seen as one of multiple risk factors 
interacting with multiple protective factors it becomes easier to answer the question of 
why some children who are abused go on to become abusers, while others do not, and 
to plan assessment and intervention. Brown and Finkelhor (1986) emphasise the 
difficulties in disentangling sources of trauma. Premorbid conditions that make a child 
vulnerable to abuse may themselves mediate long-term outcome.
Short-term and long-term effects of abuse further shape the needs and motivations of a 
person. In the short-term abused and neglected children are more likely to have 
intellectual deficiencies. They can show delays in discriminating emotions in others 
(Frodi and Smetana, 1984, as cited in Azar & Wolfe, 1998) and in their social and 
moral judgement (Smetana, Kelly and Twentyman, 1984). They can also show
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aggression and hostility towards others (Kolko, 1992), In the short-term and long-term 
they can show relationship difficulties, problems with trust and depression (Browne 
and Finkelhor, 1986), A range of mental health problems, suicide and unemployment 
are more common in abuse victims than in non-abused individuals (Widom 1998).
The aversive sequelae of abuse may interact with other factors in the development of 
abusive tendencies, and must be assessed for and treated.
Risk factors
A vulnerability stress model may provide a framework for understanding the impact 
of abuse. Anna Freud (1982, as cited in Varma, 1992) suggested the developmental 
outcome of abuse is less determined by environmental interference and more by ‘its 
interaction with the inborn and acquired resources of the child’. This is supported by 
research (Browne and Finkelhor 1986). Pre-existing pathological relationships have 
been identified as a risk factors mediating the cycle of abuse (Conte and Scheurman 
1987as cited in Sinason, 1995). Edgeworth and Carr (2000) suggest other risk factors 
include problems with parental and child adjustment to abuse, marital discord, family 
difficulties and stress, and low levels of social support. The fact that females suffer 
more sexual abuse than males, but rarely become abusers, further confirms that the 
cycle is not inevitable, but is moderated by factors associated with the individual. 
Burgess, Hartman and McCormack (1987) conceptualise the factors mediating 
response to traumatic experience in three stages: the period before the abuse 
(including age, family dynamics and personality), the period of abuse (including 
defence responses, the child’s coping strategies, stored learning about the trauma and 
whether others knew) and the period of disclosure (including social responses of 
others and the consequences of disclosure). Each of these factors may operate in 
different ways in different individuals. Silence may exacerbate anxiety and denial for 
a non-disclosing child, but being disbelieved or causing family disintegration can have 
equally aversive effects for a disclosing child.
Protective factors
Research has shown that personal factors such as good self-esteem, interpersonal 
skills and high IQ can protect against victims becoming abusers (Buchanan, 1996). 
There is much research showing that the availability of an alternative emotionally
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supportive adult other than the abuser protects against becoming an abuser (Egeland, 
Jacobvitz and Sroufe, 1988, Prendergast 1993, as cited in Classer et al. 2001). The 
same reasons may explain why those that have been through therapy at some time in 
their lives are more likely to break the cycle of abuse (Egeland, Jacobvitz and Sroufe, 
1988). These authors found in their prospective study that abused mothers that did not 
engage in defensive denial were less likely to become abusers. Main and Coldwyn 
(1984, as cited in Buchanan, 1996) also found an increased risk of abuse when early 
experiences are not remembered. An awareness of one’s experiences and their 
relationship to current behaviour appears to be a protective factor, and may be 
mediated by the existence of a close other to increase the chance of its communication 
and thus base in reality.
Theory
Theoretical perspectives of the abuse cycle offer an understanding of the mechanisms 
at work in a growing child trying to integrate their experience of trauma, mistrust and 
powerlessness to survive psychologically and form attachments with caregivers on 
whom they are dependent for survival. While the concept of a cycle may risk 
stigmatising victims and becoming a self-fulfilling prophesy (Finkelhor, 1984), it also 
enhances understanding for guiding intervention. Woods (1997) suggests 
psychodynamic theory provides a comprehensive framework for understanding who 
goes on to abuse and who does not. Anna Freud’s concept of ‘identification with the 
aggressor’ (1936) has contributed to this understanding. This primitive defence is 
conducive to self-protection during and after abuse as the trauma is split off from the 
conscious self, being too painful to process. Abusing others enables projection of the 
abused self onto others, and the once-abused can experience relief in gaining control 
over the painful passive experience he was previously subjected to, and mastering 
feelings of weakness and helplessness. Psychodynamic theory posits that internalising 
the qualities of caregivers is a normal stage in superego or conscience development. If 
the child is very young or the experience very aversive this process is disrupted. 
Internalising of external control does not turn into normal self-criticism, but is 
dissociated from the child’s reprehensible activity and turned on the outside world.
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From a social learning perspective the abuse cycle results from developing models of 
relationships as abusive. Children learn child-rearing practices and expectations of a 
child from their own caregivers. Erikson, Egeland and Pianta (1989) argue maltreated 
children learn the role of victim and victimiser. They found neglected children were 
both withdrawn and aggressive. Psychodynamic and social learning theories are 
similar in focusing on the tendency for children to internalise models of behaviour, 
and change from the passive to the active as a means of processing experiences. Freud 
(1920 as cited in Freud, 1936) highlights the certainty that following a traumatic 
experience (e.g. going to the dentist) this will be the subject of the next child’s game, 
along with some relief of handing the aversive experience on to the next person.
Social learning theory also confirms the rationale of providing an alternative model of 
relationships in therapeutic interventions to break the cycle, as well as teaching 
parenting skills to supplement deficient knowledge.
Cognitive behavioural models draw on social learning theory. Crittenden and 
Ainsworth (1989) suggest neglecting mothers have models centred on the concept of 
helplessness, perceiving themselves as unable to provide support to others, and 
ineffective in getting support themselves. Personal constructions or attributions form 
in a search for meaning of events. Self-blame and hopelessness may be continually 
reinforced confirming the child’s sense of self. The child’s developing beliefs about 
the self may be congruent with later behaviours and abusive acts. Cognitive 
behavioural theories add to other theories the concept of conditioning of deviant 
sexual arousal through orgasm during abuse or masturbatoiy fantasies, which prevents 
the youth entering the normal phase of sexual development.
Attachment theory (Bowlby, 1973) may provide a way of integrating theories with 
risk and protective factors in deciphering the cycle of abuse. Although Woods (1997) 
argues attachment theory provides insufficient leverage in intervention to deal with 
core pathology, the importance of the attachment relationship in the outcome of abuse 
is supported by research. 40% of abused children develop insecure attachments 
(Zeanah, 1996, as cited in Carr 1999) often characterised by contradictory approach- 
avoidance social responses, emotional disturbance and fearfulness. DeYoung (1982, 
as cited in Brown and Finkelhor, 1986) found 79% of incest victims had hostile
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feelings towards their mother, whereas 52% were hostile towards the abuser. Herman 
(1981) suggests this reflects anger at not being protected and highlighting themes of 
vulnerability and abandonment in attachment relationships. There is evidence that 
parents’ internalised model of attachment governs their behaviour as a caregiver 
(Crowell and Feldman 1988, as cited in Leifer and Smith).
The child develops a sense of self and empathy through the primary caregiver in early 
relationships. The child projects his raw emotions in to the mother who contains and 
metabolises them (Bion, 1962). The child reads his mother’s reaction and internalises 
it. Only if the mother can tolerate his anxieties will the child be able to order and make 
sense of his experiences. Eroded experiences in childhood may compromise the 
‘inborn and acquired resources of the child’ that Anna Freud (1932) believed mediated 
the effect of abuse. Feshbach (1989) emphasises the role of empathy in breaking the 
cycle, finding that abusing parents score less than controls on measures of empathy. 
The origins of this are likely to be in these early relationships as well as in reaction to 
abuse. Insecure attachments lead to difficulties coping with depressive feelings, 
anxiety and in controlling impulses, and may provide the vulnerability necessary for 
abused children to develop long-term problems following abuse.
Integrating theories of abuse cycles with risk and protection factors enables an 
understanding of why one victim may become an abuser and another will not and 
must guide assessment and intervention. Theories help understand why pre-existing 
pathological relationships are a risk factor for entering the cycle, while the existence 
of a supportive other or a therapeutic experience protects from it. Supportive others 
may provide an alternative model of relationships, and reduce the pressure to identify 
with the aggressor (through an alternative object for identification and also a more 
robust ego). Relationships may further break the cycle by providing an outlet for the 
young person to confide and work through the issues of abuse and break down the 
defensive denial and splitting that differentiates abusing mothers from those that broke 
the cycle. From this it may be predicted that interventions focusing solely on 
behaviours or skill-building may be less effective than those mediated by relationships 
that talk about the abuse, provide a space to process intense emotions and alternative 
model of relationships.
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Assessment
Assessment in cases of child abuse is often complicated by legal proceedings and 
decision-making. Once a family has been identified as abusive it is essential to 
determine the danger and risk to the child to assist child protection proceedings and 
decisions regarding where the child lives. More specific assessment for intervention 
can then follow, assessing both parental needs regarding child-rearing, and the child’s 
needs (Azar & Wolfe, 1998). The Child Abuse Potential Inventory (Milner, 1986), 
which measures problem areas associated with an increased probability of abuse, has 
been used in the past, but frequently misclassifying abusers and non-abusers 
(Buchanan, 1996). Comprehensive assessment in interviews rather than sole use of 
questionnaires may better capture the parental responses to child-rearing demands and
the strengths and needs of the child.
A non-abusing parent’s ability to protect the child must be assessed in determining the 
child’s safety. Smith (1995, as cited in Carr 1999) suggests this assessment should 
address their belief in the child’s allegations, support in disclosure, blame attributions 
and their readiness to discuss the abuse. The abusing parent should also be assessed 
for denial and responsibility attributions. Denial of abuse and responsibility put the 
parent at high risk of re-abusing, and directs treatment to addressing this primary 
obstacle to progress. Family relationships must be evaluated to determine the quality 
of the environment the abused child may return to.
Parental interview should investigate parental background, perceived stress and 
support, and psychiatric symptoms (Azar & Wolfe, 1998), to establish whether the 
parent is able to meet their child’s needs. It also needs to address characteristics of the 
parenting behaviour including empathy, boundaries and cognitions (Buchanan, 1996). 
These may include attributions of causality, expectations of the child and beliefs 
regarding punishment. Browne and Saqi (1987, as cited in Carr 1999) found abusing 
families often have negative perceptions of their child’s behaviour. Measures such as 
the Parent Opinion Questionnaire may aid this process (Azar et al. 1984).
Observations of parent-child interactions are important adjuncts to questionnaires and 
interviews. The Parent-Infant Behaviour and Affect Assessment (PIBAA) can be used
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(Clark, 1983, as cited in Leifer and Smith, 1990), consisting of 23 parent scale, 16 
infant scales and 9 dyadic scales. Playing videos of interactions back to parents can 
help assess their understanding of their own and their child’s behaviour, their feelings 
and their capacity for insight. This will help guide intervention. Reports from others 
must supplement these methods due to the tendency for maltreating parents to distort 
the level of their child’s negative behaviours (Azar & Wolfe, 1998). Cultural 
differences in child-rearing practices must be considered throughout the assessment 
process as practices may be seen as abusive in one culture and not in another 
(Thompson, 1994, as cited in Azar & Wolfe,1998).
A comprehensive assessment of the child must take place immediately the abuse is 
identified and should be ongoing through treatment as the child’s needs change. 
Interviewing techniques must take into account legal responsibilities regarding 
contaminating the child’s evidence. Following disclosure abuse details must not be 
elicited until the child has been questioned officially for court proceedings. A medical 
examination is also recommended in the guidelines for good practice (DoH, 1987, as 
cited in Carr, 1999). After this the needs of the child should be assessed across 
different settings (Azar & Wolfe, 1998). Broad spectrum screening assessments can be 
useful to start the process, like the Youth Self-report Version of the Child Behaviour 
Checklist (Achenbach, 1991) and may be supplemented with self-esteem measures or 
fear schedules. The Child Impact of Traumatic Events Scale (Wolfe et al. 1991, as 
cited in Carr 1999) may help assessment of PTSD symptoms and beliefs around the 
abuse relating to self and others. Questionnaire measures are unlikely, however, to tap 
the idiosyncratic meaning of the abuse for the child necessary to guide intervention. 
An unstructured interview should explore the child’s perception of what has 
happened, feelings about these events and perceptions of blame and responsibility. 
McGee Wolfe and Olson (1995) found a third of maltreated youths identified their 
own behaviour as the cause for what happened. The child’s perception of the non­
abusing parent’s ability to protect and support them, coping strategies and personal 
strengths, and wish for the future should also be assessed. The risk and protective 
factors outlined above must be assessed to guide intervention and identify early 
psychopathology.
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Intervention
There is no one preferred treatment of choice for child abuse. As follows from the 
complexity of the reasons for abuse, there are as many interventions as there are 
aetiological reasons. Kaufman and Zigler (1992) stress the superiority of multi-faceted 
interventions including individual work and family work. The intervention will partly 
be dictated by situational factors like whether the child is in contact with his family. 
Treatment choice will also be determined by evaluating the specific strengths and 
needs of each case (Buchanan, 1996). Addressing high parental expectations using a 
CBT approach may be preferable in one case while individual psychodynamic 
psychotherapy may be a better suited to a child abused by a stranger. A wide range of 
treatment options must be available to meet varying needs, and ongoing evaluation of 
the treatment programme is essential as needs and situations change.
Interventions designed to break the cycle of abuse have numerous tasks. They should 
address short-term and long-term sequelae as well as core psychopathology. Tasks 
include processing intense feelings related to the abuse, developing appropriate coping 
strategies, building good and protective relationships, and restructuring damaging self- 
evaluations into positive and accurate ones (Carr 1999). Bentovim notes that repairing 
attachments in the family context is a goal of therapy (2002). It may be that a crucial 
goal of therapy is to repair the child’s ability to function in relationships but the 
vehicle for this repair needs careful assessment. Where family relationships are 
reparable (abuse is acknowledged and there is clear parental motivation to change) the 
intervention may be individual and family work addressing this relationship. Where 
this is not possible, the therapist-child dyad must provide the model for patterns of 
relating and a positive attachment (Friedrich et al. 1992), addressing issues of trust, 
anticipated rejection, loss and fear.
Cognitive and behavioural interventions with parents have been effective in improving 
interactions and reducing re-abuse in situations where the child still has contact with 
the abusing parents (Wolfe and Werkerle, 1993, as cited in Edgeworth and Carr 2000). 
This can reframe negative misattributions to the child, correct expectations and 
develop coping strategies to deal with stress, anger and emotional needs. Behavioural 
training packages for physical abuse have had some success in both group and
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individual formats (Azar, 1997), by teaching parents positive interactions, the use of 
reward and time out procedures and strategies to promote language and cognitive 
development (Wolfe et al. 1988, as cited in Edgeworth and Carr 2000). Multi- 
component approaches based on social learning theory have had some success, 
selecting intervention components based on individual need (Lutzker and Rice, 1984). 
Variations in specific treatment programmes have prevented conclusions, however, 
regarding effectiveness of one component over another. Parent-based treatment can be 
problematic, as abusive parents often do not identify themselves as having a problem 
and are often not self-referred for treatment. This can affect motivation and 
compliance and ultimately outcome, as reflected in the high drop-out rate, ranging 
from 32% to 87% (Reid, 1985, as cited Azar & Wolfe, 1998). These issues may need 
to be addressed, along with parent-related needs, and the problem reframed before 
treatment begins. Even where compliance is high there is some question of the 
efficacy of this approach alone. Wolfe et al. (1981, as cited in Edgeworth and Carr 
2000) found while parents and children rated reductions in abuse and fewer behaviour 
problems, there were no differences between treated and non-treated groups in 
researcher-rated systemic functioning. This intervention may need to be supplemented 
with others.
Kolko (1996b) compared CBT and Family therapy with routine community services.
In the CBT groups children and parents received separate therapists to address 
cognitive, affective and behavioural repetoires to increase intrapersonal and 
interpersonal skills. For parents content included perspectives on violence, attributions 
and self-control. For children it looked at their perspectives of family problems, and 
training in coping and self-control skills. The FT had a social learning theory base, 
and aimed to enhance family functioning (Robin and Foster, 1989, as cited in Kolko, 
1996b). Both the CBT and FT groups showed reductions in maltreatment, child 
externalising behaviours, parental distress and abuse risk. Both groups showed 
improvements in symptoms and family stress, but only the FT was superior to parent 
training on therapist rated improvements of family problems and interactions. This is 
supported by other research (e.g. Brunk et al. 1987 as cited in Edgeworth and Carr 
2000). Hilton and Mezey (1998) outline some themes that can be helpful to focus on 
in systemic family work, including the blurred boundaries and role-reversals that often
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occur in abusing families and the collusive role of the non-abusing partner. Monck 
(1996) suggests it can also address important issues around denial and responsibility 
through work on the actual event, and reallocate blame from the child to the 
perpetrator. A family setting weakens secrecy and coersion, and may encourage the 
child to face the reality of abuse through confronting the perpetrator, witnessing them 
giving up denial and apologising.
Hilton and Mezey (1998) note that FT is unlikely to be successful if the abusers’ 
tendencies are very entrenched, if there is clear rejection of the child and if family 
members undermine treatment. Bentovim (1991) reports that 25% of 120 abusive 
families fitted this category. Family work will also be inappropriate in cases where the 
family is disintegrated. 30% of abused children will be unable to live with their 
families because of denial and refusal to accept responsibility. Family therapy may 
benefit these families, but only after careful consideration of the risks to the child. 
Efforts to strengthen family relationships and provide a safe place for the child to live 
with caregivers may benefit the child more than institutional upbringing or 
multiplacement experiences, which are associated, when in combination with abusive 
experiences, with Disinhibited Reactive Attachment Disorder. This disorder is 
characterised by early diffuseness of attachments, and later attention seeking 
behaviour and relationship difficulties (Zeanah 1996, as cited in Carr 1999). This 
leaves the child with fewer emotional and behavioural resources to provide for their 
own children. This must, however, be carefully evaluated against the dangers of 
leaving a child in an environment where there is a further risk of abuse. Family work 
will also not appeal to some families. Bentovim et al (1988) found 46% of families of 
father-daughter incest completed a full course of FT, 36% partially completed the 
course. Of these cases 70% showed improvement at 2-6 year follow-up, 19% showed 
no change and 3% deteriorated. These results suggest that FT can be effective in 
improving family functioning, known to moderate the cycle of abuse, but that it may 
not be applicable in all cases. Furthermore Kolko (1996) found that while children 
improved after CBT and FT regarding fears, attributions and depressive symptoms, 
they made limited progress in social competence and overall aggression and hostility. 
These appear to be important factors to address in breaking the victim-victimiser 
cycle.
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In cases where work with the family is not appropriate individual work with the child 
can be carried out, and may also be a useful supplement to family work. Remodelling 
relationships and attachments may be important in breaking the cycle of abuse. 
Relationship based family work may partially address this but might not provide the 
containing space or individual relationship to fully deal with individual 
psychopathology rather than just behaviour. Sinason (1995) suggest only 
psychoanalytic psychotherapy can do this. She reflects that even short term 
improvements do not prove the cycle is broken, as unless the underlying 
psychological disturbances are addressed these can resurface later. Cognitive 
behavioural methods can be helpful in remediating distorted perceptions of 
responsibility and the self. An intervention that emphasises the therapeutic 
relationship may, however, provide more scope for addressing relationship issues 
directly. Grant (1991) suggests emotional re-enactment in the therapeutic relationship 
provides an understanding of the dynamics of the abuse, and material for further work. 
The therapist must therefore be trained to use the transference-countertransference 
relationship, suggesting psychoanalytic methods may be preferable.
Psychoanalytic psychotherapy addresses the defences used to protect the child’s 
psyche from unmanageable pain caused by abuse. The child who cannot metabolise 
his own experiences because of the lack of an internalised container (damaged through 
trauma) will not process extreme emotions and will return to primitive defence 
mechanisms (dissociation, denial, splitting and projection). The role of therapy is to 
provide a setting where this pain can be felt (Joseph, 1976, as cited in Grant, 1991), 
requiring a therapist able to tolerate this pain and create a safe setting for exploration. 
In psychodynamic theory breaking down these defences and metabolising this pain is 
essential to break the cycle of abuse. The nature of abuse cases present some 
challenges, however, to psychodynamic work with children. Child protection 
measures may need to be incorporated, and other agencies involved, disrupting the 
non-directive stance and transference relationship. These constraints may be more 
compatible with social learning models of therapy or CBT. A further problem is of re­
enacting the abuse setting via a closed relationship. The therapist must be aware of
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these dynamics, as well as issues of gender and cultural differences in child-rearing 
and relationships with authority figures.
Group work may avoid replicating intimate abuse-like situations. It allows for peer 
feedback and normalisation, and may encourage the child to recognise issues in others 
that they would find hard to recognise in themselves. Intense feelings that have been 
split off may be brought back by other’s accounts, and it may be easier to break down 
beliefs if others do too. While group work does not provide the space for intensive 
work on the transference relationship it does provide an opportunity for the abused 
child to develop trusting relationships with people beyond the therapist. Considering 
the impact of isolation and poor relationships in mediating the cycle of abuse this may 
be an important factor in breaking the cycle. Group work is cost effective, and the 
literature suggests it is effective with abused children (Reeker, Ensing and Elliott, 
1997).
In the long term the cycle of abuse could also be reduced by interventions at the 
societal level by targeting laws and interagency coordination (Buchanan, 1996). 
Preventative input such as home-visiting and training can improve parenting skills. 
Olds et al. (1997) found visited mothers used fewer welfare resources and showed 
lower rates of arrest, suggesting resources are returned in preventative work. Reduced 
child protection services would contribute to this. Widom (1998) points out the 
additional role of such programmes in providing a watchful eye. These programs need 
to be implemented universally, however, rather than only to high-risk families. Risk is 
dynamic. Kaufinan and Zigler (1992) suggested false labelling would occur in around 
half the cases identified. Lower socio-economic groups or ethnic minorities may 
already be over-represented among abuse cases simply due to their greater contact 
with social services and thus greater chance of detection of abuse. Efforts should be 
made to identify and prevent abuse universally.
Conclusion
Abuse is a collective term for failing to meet the emotional, social, physical and 
cognitive needs of the child. It has been argued that while the nature and severity of 
abuse may differ, all forms of abuse weaken the child’s internal resources to deal with 
the feelings and needs of themselves and others. This can cause intergenerational
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transmission of abuse, in addition to many other adverse effects. Thorough assessment 
of the strengths and needs of the child and caregivers, and carefully planned 
individualised treatment programmes should be applied on a case-by-case basis as 
early as possible to ameliorate these effects. Where possible this intervention will 
benefit from repairing damaged models of relationships and addressing issues of trust 
and empathy. Evaluating interventions to break the cycle of intergenerational abuse 
are likely to continue being problematic because of difficulties in research 
methodology, ethics of control groups and the dilemma of how to separate and 
evaluate a distant possible outcome from a multitude of intervening interacting 
factors. This is further complicated by the problems with measuring risk of abusing. 
Thus it is difficult to know what intervention works for whom, and whether the true 
psychopathology and potential for abuse has been targeted where short-term gains 
have been made. Formulation of core target problems, and not only their behavioural 
corollaries, are essential to direct effective intervention in the cycle of abuse.
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Introduction
Cognitive Behavioural Therapy (CBT) has become increasingly popular in recent 
years as an intervention for a wide range of psychopathology (Roth and Fonagy,
1996). CBT is a form of psychotherapy derived from Beck’s cognitive model of 
emotional response (1976), which emphasises the importance of thinking in how we 
feel and what we do. This essay will examine the suitability of this therapeutic 
approach to treating anxiety and depression in Older People (OP). Depression will be 
considered in terms of the diagnostic criteria set out by DSM-IV for Major Depressive 
Disorder (MDD) (APA, 1994). This includes depressed mood or loss of interest or 
pleasure in usual activities, accompanied by other depressive symptoms such as 
disturbances in weight, sleep and appetite and feelings of worthlessness. This essay 
will take its lead from the research field in assessing anxiety disorders collectively 
with the main focus on Generalised Anxiety Disorder (GAD). This group of disorders 
also includes, for example. Panic Disorder, Phobias, Obsessive Compulsive Disorder 
and Post Traumatic Stress Disorder. These disorders have in common irrational fears 
about the probability of danger occurring, excessive anxiety reactions and behavioural 
avoidance. Symptoms of depression and anxiety are common in OP. Blazer found that 
1 in 5 OP experience depressive symptoms (1982, as cited in Gatz et al., 1998), and 
Flint found anxiety disorders ranged from 0.7% to 18.6% in OP (1994, as cited in 
Nordhus and Pallesen, 2003). Diagnostic issues pervade the literature and research in 
the field of OP, and thus definitions of depression and anxiety are treated liberally in 
this essay, to include diagnostic categories as well as sub-clinical syndromes.
The need to evaluate CBT for OP
The importance of evaluating psychosocial treatments for depression and anxiety in 
OP is heightened by the existence of an aging population. In 2000, for every 100 
youths fewer than 15 there were 82 people over 65. This is set to increase to 152 by 
2030. Increased efficacy of intervention is crucial for OP, for whom spontaneous 
remission of mental health problems is less likely than for younger adults (Thompson, 
Gallagher & Breckenridge, 1987), and for whom services are even thinner than in 
other NHS departments (Woods & Roth, 1996). The benefit of effective treatments is 
likely to be felt in a reduced rate and cost of later health care utilization.
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Research has found CBT effective in improving symptoms in MDD and in the above  ^
Anxiety Disorders in younger adults and has been described as the treatment of choice 
for this client group (Roth & Fonagy, 1996). This essay will not, therefore, assess in 
detail the general contribution of CBT to problems of anxiety and depression, but will 
evaluate whether CBT is effective in treating these conditions in OP specifically.
For this purpose it will be necessary to evaluate the changes inherent in aging to 
assess the capacity of the CBT approach to accommodate these changes and remain 
effective. Caution must be exercised in assuming arbitrary categories for younger and 
older people by chronological age, as aging affects individuals differently. The term 
OP will be used to suggest those people for whom age-related changes are relevant, 
rather than those above a certain chronological age. Emphasis on identifying the needs 
of the individual rather than the category to which they belong is a point relevant to 
practical as well as academic assessment. The research on CBT for depression and 
anxiety is limited, both in quantity and methodology. It is unclear whether the limited 
evidence for efficacy is due to factors inherent in the approach, or research 
methodology. Thus this essay will look at the theoretical and practical contributions 
CBT offers to understanding and treating depression and anxiety in OP in addition to 
the treatment outcome research. The essay will conclude that there are many things 
CBT has to offer to this field, but there are also weaknesses that may require either its 
adaptation or choice of an alternative intervention where appropriate.
CBT
CBT educates clients regarding the vicious cycle of thoughts, feelings and behaviours 
proposed to maintain psychological disorders and shares a formulation of clients’ 
specific problems within this framework. Clients are encouraged to identify and 
replace the thoughts and behaviours that maintain the problem by learning a range of 
skills e.g. identifying dysfunctional thoughts and thinking errors, challenging and 
replacing unhelpful thoughts, and facing feared or difficult situations. New coping 
strategies and skills are taught and their practice encouraged. There are several 
approaches to CBT. This essay assesses the contribution of the basic CBT rationale 
and approach to working with OP. This includes certain core characteristics: the 
assumption that thoughts are important in causing feelings and behaviours; therapy is 
brief and time-limited; a sound therapeutic relationship is necessary but not the focus;
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CBT is collaborative and uses Socratic questioning; CBT is structured and educative; 
CBT involves testing hypotheses and homework is a central feature (Beck, 1976).
The standard behavioural element of CBT focuses on the importance of what the 
client does as a cause of how he/she feels. This can be particularly important in 
working with OP. For depression it often involves monitoring of daily mood and 
activities and increasing pleasant events and rewards. For depression and anxiety 
problems this element of therapy involves teaching relaxation and distraction 
techniques, and skills building (e.g. social, problem-solving). The cognitive part of 
therapy addresses maladaptive beliefs, the thinking errors that maintain them and their 
role in a cycle of maintenance including behaviours and symptoms. This can involve 
teaching verbal and behavioural reattribution techniques to challenge dysfunctional 
thoughts and behaviours using thought recording forms. Dysfunctional thoughts and 
possible alternatives are tested in behavioural experiments. Skills and new coping 
strategies are then integrated into planning new responses, behaviours and relapse 
prevention.
CBT and the changes involved in the aging process
Changes that occur with aging require consideration when evaluating whether CBT 
may be usefully applied with OP. These are assessed below, in relation to CBT for OP 
in general, in the categories of developmental changes, cohort differences, specific 
problems encountered in older age and comorbidity.
Developmental changes
Research demonstrates that as humans age speed of cognition, especially working 
memory, declines (e.g. Salthouse, 1985, as cited in Knight & Satre, 1999), while 
concrete knowledge remains largely in tact (Schaie, 1996). These findings suggest 
therapy may need to be slower, longer and more structured, with frequent repetitions 
and presentation of information in multimodal ways. CBT is useful in this respect, 
being structured and using frequent summaries. It can also accommodate the need for 
flexible session length, unlike psychodynamic therapies which often consider stability 
of session length as important. Despite being designed as a short-term therapy CBT 
can be extended for OP. Botwinick (1984) suggests the use of mnemonic aids, note
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taking and tape recording sessions may enhance therapy with older people. These are 
adaptations that can easily be integrated into CBT which often holds such problem 
solving as an integral part of treatment.
Another developmental change that occurs with aging is that emotions may become 
more complex and less extreme (Schulz, 1982, as cited in Knight & Satre, 1999). 
Cartensen (1992, as cited in Knight & Satre, 1999) suggests OP focus more on 
emotionally close relationships. Knight and Satre suggest that as people age their 
ability to work in the abstract increases. This may be, like complex emotional 
reactions, due to a greater number of experiences across a wider range of situations, 
providing the material for comparison and abstraction of patterns. CBT directly targets 
the link between emotions and more abstract thoughts. While CBT does not use the 
therapeutic relationship as a medium for therapeutic change like other therapies (e.g. 
psychodynamic), the importance of emotionally close relationships can be 
incorporated by assessing beliefs and behaviours around problematic relationships. A 
greater tendency for abstraction makes CBT a good tool for intervention, as it requires 
sharing a formulation which abstracts out from experience specific core beliefs and 
assumptions that cross situations. This increases the possibility for work on deeper 
schemas.
Cohort différences
Differences between younger adults and OP may be due to the time they were bom 
into rather than developmental changes inherent in aging. For example evidence 
suggests earlier bom cohorts have less schooling, superior verbal abilities, inferior 
reasoning skills and are less extrovert and dominant than later bom cohorts (Schaie, 
1996). A CBT therapist must master the historical context of a client to ensure correct 
identification of certain beliefs as common to a cohort rather than the individual. 
Necessary cohort-related changes to therapy include language use, consent issues (if 
OP are more compliant), content of resources (e.g. use of the adapted Older Person’s 
Pleasant Events Schedule, Teri and Lewinsohn, 1982) and awareness that age norms 
for assessments can confound maturity effects with cohort effects. Specific cohort- 
based beliefs concerning therapy, for example the therapist as expert, may need to be 
addressed early on in CBT work to prevent misinterpretation (e.g. of the non-expert
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position of the CBT therapist as lack of training or confidence). The collaborative, 
problem-solving stance of CBT may be in contrast to stereotyped beliefs of 
psychology surviving from the dominant status of psychoanalysis earlier this century. 
This very stance can, however, help OP overcome suspicions about therapy by 
encouraging them to be scientific and collect evidence for their position. Sharing 
formulations with clients can help to distinguish between individual core beliefs and 
cohort beliefs. This may be important for therapy, which may approach differently a 
conditional belief that one must be useful to be loved, and a cohort belief regarding 
standing on you own two feet. Laidlaw, Thompson, Dick-Siskin and Gallagher- 
Thompson (2003) suggests modifying the shared formulation for OP to include cohort 
beliefs, role investments and losses, health and sociocultural beliefs (e.g. around 
aging) and intergenerational links/clashes. He suggests this will enhance engagement, 
guide intervention and may itself be therapeutic. The non-pathological stance of CBT 
may also be useful in working with CP’s fear of being labelled as mentally ill, and the 
resistance to therapy that may accompany this.
Specific challenges o f later life
Loss, disability, illness and role or lifestyle changes are things that occur throughout 
the lifespan, but increase in probability in later life and can trigger psychological 
distress. For example retirement or disability may put pressure on roles and 
relationships, trigger maladaptive beliefs or expose skill deficits. Different clients may 
require a different focus in treating depression or anxiety depending on the trigger and 
cause of the difficulties, for example isolation, skill deficits, lowered self-esteem, 
beliefs about being a burden or changes in the availability of pleasant events. The 
flexibility of CBT to identify and address the real needs of a client is one of its fortes. 
A collaborative stance can identify the most important focus of work for the client, 
and a broad repertoire of techniques can arm the therapist to work on a wide range of 
problems. Morris and Morris suggest the ‘here and now’ focus of CBT can be useful 
in addressing the specific problems that may arise in later life (1991, as cited in 
Laidlaw et al., 2003). They suggest CBT is particularly useful because it enhances 
skills and is educative, both of which can reduce anxiety and challenge maladaptive 
beliefs about aging or disability.
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Another important difference in treating OP with anxiety and depression concerns 
presentation and comorbidity. Psychological distress may be more likely to manifest 
itself as somatic complaints in OP, and may also be accompanied by actual physical 
illness, making the two hard to separate. Cognitive impairment accompanying 
depression can also be confused with dementia. Comorbidity with physical illness, 
dementia and other psychological disorders is common and presents a challenge to 
diagnosis, treatment, and research. The flexibility and openness of CBT is conducive 
to the multidisciplinary teamwork that may be necessary in complex cases of 
comorbid physical or social problems, where other therapies may not facilitate such 
open communication outside the boundaries of therapy (e.g. psychodynamic 
approaches).
Diversity in OP
Despite these differences old age is different for each individual. Chronological age 
can vary over as much as 50 years within this category. Other issues of diversity 
within this category are also important. Language, ethnicity and religion, for example, 
must be considered in tailoring therapy to the individual. Discomfort with culturally or 
religiously different therapist may need to be addressed to enhance engagement. With 
these differences may come different beliefs and assumptions about aging and 
treatment, and different values. The development of family roles with aging varies in 
different cultures. Therapist may want to openly address culturally shaped role 
expectations, beliefs surrounding mental illness, issues around confidentiality and 
whether to include family members. The CBT therapist may benefit from a non-expert 
stance and a philosophy of openness in exploring these issues.
The evidence base
Evaluation so far suggests that in theory CBT may have many attributes that make a 
positive contribution to working with anxiety and depression in OP. This is not 
reliably reflected in the research evidence, however, which is reviewed, in the 
following section.
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Depression
Meta-analyses of treatment trials for depression in OP reveal mixed results. Scogin 
and McElreath (1994) conclude from analysis of 17 trials of CBT for depression in 
OP, that there is limited evidence for the efficacy of CBT for depression in later life. 
In contrast, Koder, Brodarty and Ansley (1996, as cited in Laidlaw et al., 2003) 
conclude that CBT for depression in this group is ‘clearly effective’. Some say it is 
equally as effective as for younger adults (Cuijpers, 1998, as cited in Laidlaw et al., 
2003), whereas some (Chambless et al. 1996, as cited in Laidlaw et al., 2003) 
conclude that while there is good evidence that CBT is effective, there is little 
evidence that it is more effective than other interventions.
Pinquart and Sorenson (2001) found that CBT had above average effects on self-rated 
depression and measures of subjective well being in OP compared to psycho- 
educational approaches or activity promotion. They found an age-related decline in 
the effects of psychosocial interventions in general, and attribute this to possible 
comorbid health problems rather than the untreatability of depression in OP. Again 
this finding is not necessarily supported by others (e.g. Pinquart & Sorensen, 2001). 
Knight (1988, as cited in Woods and Roth, 1996) found OP benefited more than 
younger adults from therapy. Gallagher and Thompson (1982) found similar 
improvement following Cognitive, Behavioural and brief insight-oriented therapy in 
38 over-55s, but that the cognitive and behavioural groups better maintained gains at 
follow-up. They attribute this to skill acquisition, as two-thirds of these groups 
reported they had continued to use the skills learnt in therapy. Again, in contrast, a 
similar study (Thompson et al, 1987) found all treatment groups maintained similar 
gains at follow-up. This is consistent with other trials, which, while finding CBT 
superior to no treatment or drug treatment, have failed to find specific cognitive 
changes related to improvements in Cognitive interventions (e.g. Beutler et al., 1987). 
Considering this is the target of CBT, this highlights questions regarding the 
mechanism of change, and whether CBT has anything unique to contribute to the 
process of change. Research has frequently failed to find CBT superior to 
interpersonal therapies (e.g. Elkin et al., 1985) or psychodynamic therapies (e.g. 
Steuer et al., 1984, as cited in Gatz et al. 1998).
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Anxiety
There is even less systematic research on treating anxiety disorders than depression in 
OP, despite research suggesting anxiety disorders may be as common if not more 
common than depression in OP (e.g. Reiger et al., as cited in Stanley, Beck & Glassco 
1996). Furthermore anxiety disorders are associated with increased disability, lower 
levels of well-being and inappropriate use of medical services in OP (De Boers et al. 
1999, as cited in Wetherall, Gatz & Craske., 2003). Benzodiazepines are used more 
frequently to treat anxiety in older rather than younger anxious clients (Wendel,
Burke, Ranno and Roccaforte, 1993, as cited in Nordhus & Pallesen, 1996.). This is 
concerning considering the reduced tolerance of OP to this medication (Ziance, 1979, 
as cited in Barrowclough et al., 2001), adverse side effects, addiction and possible 
links with falls and confusion (Higgit, 1992, as cited in Woods & Roth, 1996). 
Sullivan et al. (1988, as cited in Woods & Roth, 1996) found 60% of OP treated with 
benzodiazepines were still taking them three years later. In a meta-analysis of 
psychosocial treatments for anxiety in OP (most of which used CBT) Nordhus and 
Pallesen (1996) found significant improvements post-treatment, and some (but 
limited) maintenance of treatment gains at one year follow-up.
King and Barrowclough (1991) found 9/10 OP with a range of anxiety disorders 
showed reductions in anxiety and depression, which were maintained at 6 months, 
following CBT. The absence of a control group, however, and a small sample, limits 
this finding. Carmin, Pollard and Ownby (1998) found no difference in a small sample 
between response to CBT for OCD in older and younger clients, both showing 
significant levels of improvement. Barrowclough et al. (2001) used a Randomised 
Control Trial (RCT) to compare CBT with supportive counselling for anxiety in OP. 
Both groups showed improvements, but the CBT group showed better improvements 
on self-ratings of anxiety and depression. In a RCT comparing Group CBT treatment 
to a Discussion Group for Generalised Anxiety Disorder (GAD) in OP Wetherall et al. 
(2003) found only one significant difference post-treatment and no differences 
between groups at 6-month follow-up. Both groups were superior to a waiting list 
control in reducing symptoms. Stanley, Beck and Glassco (1996) also found no 
difference between CBT and Supportive therapy in treating GAD in OP. In fact the
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latter study found that almost twice as many participants responded to supportive 
therapy as responded to CBT.
Comparisons of CBT with minimal contact controls have found CBT to be superior 
(e.g. Stanley et al., 2003). This suggests there may be non-specific therapeutic benefits 
to CBT, although these may still be lower even than some supportive interventions. 
This is supported by their findings of improvements between pre-treatment and 
session one, suggesting non-specific effects of participation. They emphasise the 
chronic nature of anxiety disorders in OP and the need for improved treatment. They 
suggest CBT may be enhanced by adding other components, like sleep management 
or problem solving skills, and recommend individually tailored treatment programs. 
Sallis et al (1983, as cited in Wetherall et al., 2003) found an intervention encouraging 
self-disclosure and reflection reduced anxiety and depression in OP whereas a 
behavioural management program did not, emphasising the need for interactive 
elements in treatments, especially where OP are isolated or lonely. Stanley et al.
(2003) analysed the relative contribution of different stages of CBT, and found that 
worry improved most during the exposure stage, although this may have been a 
function of treatment duration, being the last stage. The lack of gains in the cognitive 
part of treatment again casts doubt on whether this contributes anything over and 
above other therapies in treating anxiety and depression in OP.
In conclusion, the research evidence suggests CBT is effective and superior to no 
treatment or drug treatment alone (e.g. Beutler et al.,1987), but it is unclear whether it 
is any more effective than other interventions, suggesting it may not be contributing 
anything unique to interventions. No studies suggest it is worse than other 
interventions, however, so it may be that further improvement could be gained with 
adaptation. It is difficult to identify the mechanism of change (e.g. the therapeutic 
relationship, skill acquisition or disclosure). The lack of supporting evidence for CBT 
in treating depression and anxiety in OP may be due to CBT being less effective with 
OP, or it may be due to methodological issues inherent in the available research.
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Methodological problems in the research base
The scarcity of research into CBT with OP, and the fact that most general trials 
exclude participants over 65, makes conclusions tentative (Wetherall et al., 2003). 
Most studies use active recruitment rather than standard referral procedures, which 
may mean samples are not representative. Trials also regularly use mixed samples e.g. 
mixed anxiety diagnoses. There is a compromise in research between using 
homogenous samples and using mixed samples that improve validity but make effects 
difficult to find. In addition many studies fail to use control groups. Nordhus et al. 
found that effect sizes were smaller where control groups were included. Both of these 
factors may be influenced by the ethical considerations of precluding clients from 
treatment. The use of mixed samples, and the failure of most studies to even refer to 
diagnostic systems, is likely also to be influenced by the problem of diagnostic criteria 
in OP. Diagnosis of depression in OP is complicated by presenting with more 
symptoms reflecting depletion than changes in affect (Powell et al, 2002, as cited in 
Laidlaw et al., 2003). Depression in OP often presents as somatic complaints, and is 
easily mistaken for dementia. Factors that may be useful indicators of depression in 
younger adults may reflect other things in OP, for example medical issues, less sleep 
needed, diet or changes in routines. Diagnosis of anxiety disorders also presents 
specific challenges in OP that may have knock on effects on treatment and research 
efficacy. There is debate over whether diagnostic criteria for anxiety disorders are 
relevant for OP, and specifically whether the distinction between disorders and 
subclinical syndromes is useful in this client group, or whether there are better ways 
of classifying symptom constellations in OP (Kogan et al, 2000, as cited in Nordhus & 
Pallesen, 2003).
Comorbidity further complicates research, as it does treatment. Firstly, there is much 
overlap between anxiety and depression in OP complicating treatment trials that 
attempt to separate them. It may also be that treatments that separate them and target 
them individually may also be flawed. Also, most studies do not include subjects with 
disabilities or comorbid psychiatric illnesses (Nordhus & Pallesen, 2003) undermining 
the representativeness of the research. In fact, Kemp, Corgiat and Gill (1991) found 
the presence of a disability did not make CBT for depression less effective, although 
the non-disabled group continued to improve for longer after therapy. The researchers
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suggested this was due to worsening of problems (physical and social) in the disabled 
group. They highlighted the interaction between depression and rehabilitation from 
illness, and pointed out that the attributes needed for rehabilitation are the very ones 
compromised by depression (e.g. optimism, perseverance, good interpersonal relations 
and decision-making). These issues need to be addressed in research and treatment, 
considering that nearly 50% of people over 70 have at least one chronic disease 
(Fulton & Katz, 1986, as cited in Kemp et al, 1991).
A further issue in evaluating research results concerns the variability in outcome 
measures used. Results appear to vary according to whether self-report or clinician- 
report measures are used. Pinquart and Sorensen (2001) found that improvement was 
twice as high when measured by self-report than when measured by clinicians. Elkin 
et al. (1985) also found externally-rated depression showed no change following CBT 
whereas self-rated depression scores showed some change. In contrast, Scogin and 
McElreath (1994) found estimates of improvement based on self-report yielded lower 
effect sizes than clinician report. This discrepancy demands attention, as it suggests 
clinicians may be looking in the wrong places for change. It may also simply reflect 
compliance in OP and appreciation of receiving services. Furthermore, trials that 
measure improvement with cognitive measures may be more likely to find change 
than trials that do not (e.g. Steuer et al., 1984, as cited in Gatz et al. 1998), found the 
only difference between CBT and psychodynamic group therapy was on the Beck 
Depression Inventory (Beck & Steer, 1987), but no psychodynamic measures were 
used at all). Studies rarely measure corresponding decreases in health care costs 
following treatment. This may be an important variable to measure, especially where 
somatic complaints are a common presentation for depression and anxiety, and the 
absence of this variable may mask the apparent contribution of CBT to treating these 
conditions.
Shortfalls of CBT and suggested adaptations
Although there are certain characteristics of CBT that appear well suited to treating 
anxiety and depression in OP, there are also some limitations that require careful 
consideration in light of the weak research base for this approach. Some of these are 
outlined below and possible adaptations are discussed.
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While the here and now focus of CBT may be useful to address specific problems 
with OP, it may conflict with the tendency towards reminiscence in later life (Butler, 
1963, as cited in Knight and Satre, 1999). This tendency may interrupt the structure 
and focus of sessions. To ignore a client’s wish to talk about the past may disrupt 
rapport and contradict the collaborative effort. A CBT therapist may want to timetable 
in reminiscence in a structured section of the session, alongside groundrules that 
permits them to interrupt deviations outside this time. Alternatively CBT can be used 
in a reminiscent capacity to challenge dysfunctional beliefs about past events, in line 
with Beck et al.’s ‘depressogenic error of generalisation’, in which negative thinking 
is applied to evaluate events in the past (1979, as cited in Morris & Morris, 1991). 
‘What i f  thinking may be more common in OP than in younger adults, reflecting a 
hindsight bias that can be usefully identified and restructured within CBT. OP may 
find homework setting contradicts their preconception of therapy and it may be 
construed as infantilising or simply forgotten. Additional time may be required to 
explain the CBT approach and the practice necessary to learn new skills. If this is 
successful homework contributions may even be superior to that in younger adults, as 
OP often have more time between sessions. This same point, and the increased 
tendency of OP to become isolated and lonely, can increase attachment to the 
therapist. Issues arising regarding the relationship between the therapist and client, 
termination of therapy, and the age discrepancy may need to be addressed, and the 
therapist must be aware of the need to challenge his/her own stereotypes and beliefs in 
working with OP. Early emphasis on the time-limited nature of CBT and addressing 
termination issues early is advisable. CBT does not use these issues as the basis for 
therapeutic change, unlike Psychodynamic Therapies. Considering the tendency of OP 
to focus on emotionally close relationships these may, however, be a useful medium 
for constructive change. The CBT therapist must be aware of the importance of 
dealing with such issues.
Patterns of thinking, problem-solving and behaviour may become more entrenched 
with age and declines in cognitive flexibility may impede change further (Knight and 
Satre, 1999). If clients find it difficult to talk about thoughts and master new CBT 
techniques, alternative approaches like narrative therapy or life review may be more
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appropriate. These may provide a more familiar medium for therapeutic change. The 
therapist should be armed with a range of techniques to modify CBT in order to 
accommodate idiosyncratic preferences and resistances. A longer time period may be 
necessary for CBT with OP. Laidlaw et al. (2003) suggests 20 sessions are necessary 
to treat depression with CBT in OP, and Thompson et al. (1991) suggest extension to 
30-40 sessions for chronic cases. Motivational interviewing before treatment may 
improvement outcome, as client commitment has been found to be a predictor of 
improvement in therapy (Marmar et al, 1989, as cited in Woods and Roth, 1996).
A greater focus on schemas and relationship scripts, rather than situation-specific 
thoughts and conditional beliefs, may benefit the older client who may be more able to 
work at a higher level of abstraction on well-elaborated schemas (Knight & Satre, 
1999). Emotions may also be more complex, due partly to association with greater 
number of experiences. Focusing on positive emotions alongside negative ones may 
be preferential to substituting with another cognition altogether. For example a 
therapist may address a belief about being a burden by focusing on a relative’s 
willingness to care as a sign of their love, and use problem solving strategies to reduce 
the feeling of being a burden (Knight & Satre, 1999). The therapist must also be aware 
of the real social and physical limitations faced in old age and be careful in labelling 
beliefs as irrational e.g. a fear of falling, or that anxiety symptoms are a sign of a heart 
attack. CBT must carefully consider how realistic or unrealistic a client’s outlook 
actually is and how to restructure beliefs. It may be useful to integrate a social 
constructionist perspective to examine how beliefs about worthlessness and disability 
are reinforced by society, and emphasise other roles, achievements and strengths.
CBT is not advised for use with clients who are acutely suicidal or severely depressed 
(Thompson et al. 1991), or those with cognitive impairments (Morris & Morris, 1991). 
Considering that OP with depression are likely to have had a longer history of 
depression (and thus may be more severely depressed), are more likely to complete 
suicide than other age groups (Hepple and Quinton, 1997, as cited in Laidlaw et al., 
2003) and are more likely to have cognitive impairments as age increases, CBT may 
not always be the treatment of choice.
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Conclusions
Although the research evidence does not unequivocally support CBT over other 
psychosocial interventions for anxiety and depression in OP, it does show that CBT is 
more effective than drug treatments or no treatment, and outcome is rarely worse than 
for other interventions. It is unclear whether the evidence base is lacking due the 
inadequacy of CBT or methodological and ethical constraints in research. Many of the 
features and techniques of CBT appear well suited to treating anxiety and depression 
in OP, although treatments designed for younger adults may require some 
modification. Individuals must be assessed carefully for their suitability for CBT, 
which may not always be the treatment of choice. Future research should examine the 
use of such modifications in controlled trials, and should compare CBT to other 
psychosocial interventions to confirm whether the CBT approach contributes anything 
unique to interventions for OP and what exactly this ingredient is.
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Adult Mental Health Placement Summary
Supervisor: Maria Hill 
Summary of clinical experience
This placement involved working within a multidisciplinary team in an inner London 
CMHT. Eleven clients aged between twenty and seventy-two were seen individually. 
Their presenting problems included: Bipolar disorder, depression, OCD, panic 
disorder, agoraphobia, chronic tic disorder and paranoid schizophrenia. Cognitive 
Behavioural Therapy (CBT) was used as the main model for formulation and 
intervention. A further six clients aged between thirty and forty-nine were seen as part 
of an Anxiety Management Group co-facilitated with Occupational Therapists. This 
also employed a CBT model. Assessments included unstructured and structured 
interviews, and psychometric measures including the Wechsler Adult Intelligence 
Scale (WAIS-III), the Beck Depression Inventory (BDI-II), the Beck Anxiety 
Inventory (BAI), the Maudsley Obsessive Compulsive Inventory and the NART adult 
reading test.
Research skills gained
An audit of re-referrals to the CMHT was designed and carried out as a Service 
Related Research Project.
Training and additional experiences.
A presentation was given to the multidisciplinary team and to two audit personnel 
from the trust’s audit service on the design and findings of the Service Related 
Research Project. Training was provided to the occupational therapists co-facilitating 
the group on the cognitive model of anxiety and panic, and cognitive techniques for 
intervention. Team meetings were regularly attended, and visits were made to the 
local resource centre and day hospital. Home visits were carried out with a CPN and 
Psychologist. A workshop on anxiety disorders, and a training day on adult mental 
health and child protection legislation were attended
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Adult Mental Health Case Report Summary 
The assessment and Cognitive-Behavioural Treatment of a 20-year 
woman presenting with Obsessive Compulsive Disorder (OCD)
Referral and presenting problem
Sally was a 20-year old Kosovan woman referred by her GP for excessive cleaning (5- 
6 hours per day). Sally was encouraged to seek help by her husband, and her 
motivation to attend appeared low from the start, as reflected by a low attendance rate. 
Sally spoke English well. Sally reported fears of germs and of corrosive cleaning 
products. Sally described obsessive thoughts about germs, illness and possible harm 
that might come to her 9 month-old daughter. She described feelings of responsibility 
for protecting her daughter from harm, and felt her cleaning achieved this to some 
degree. She avoided places she believed to be dirty or cleaned with bleach or similar 
products. She thought that her fears were irrational, but felt unable to prevent herself 
from cleaning and avoiding her feared places.
Initial Assessment of the problem
Sally had been living with her husband and daughter in a council flat since her move 
from Kosovo 4 years ago. Although Sally had moved to England with her family, who 
she had regular contact with, she had few friends here. She reported a happy 
childhood and minimal disturbance to her life by her move to England. Sally reported 
first noticing her symptoms 4 months after the birth of her daughter. She had not 
experienced physical or psychiatric problems prior to this. Sally had since been placed 
on fluoxetine twice. She had discontinued the medication on both occasions. Sally 
scored 17/30 on the Maudsley Obsessive Compulsive Inventory.
Formulation
Cultural factors may have predisposed Sally to feelings of responsibility for cleaning, 
which is done by women in Sally’s culture. Her mother had modelled cleaning 2-3 
hours a day and still cleaned for her three grown up sons. Sally’s experience of war, 
and transition to this country and into motherhood may have further increased her
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levels of anxiety and perceived responsibility for preventing harm to others. Risk is 
also more uncertain in an unfamiliar country where a lack of language and local 
knowledge may prevent disconfirmation of exaggerated fears. It appears that caring 
for her new-born baby triggered the onset of OCD. Sally’s thoughts of germs and 
harm to her daughter compelled her to clean, which reduced her distress, and thus 
reinforced and maintained this behaviour. The discomfort experienced when Sally 
refrained from cleaning was never tolerated for long enough for her to challenge her 
doubts about the effectiveness of her cleaning or the harmfulness of germs. Her 
avoidance of high-risk situations also prevented disconfirmation of her beliefs. Sally 
reported beliefs that the existence of her intrusive thoughts proved her responsibility 
for preventing harm.
Action Plan
Cognitive Behavioural Therapy was chosen as the model for intervention on the basis 
of research evidence. Early sessions aimed to provide psychoeducation about OCD 
and education about germs and illness. Later sessions aimed to develop and test an 
alternative explanation of Sally’s behaviour, as due to anxiety about harm coming to 
her daughter, rather than a real risk and her complete responsibility for protecting 
against this risk. It was planned that a graded hierarchy of exposure would be 
constructed collaboratively.
Intervention
Early sessions included discussion of the costs and benefits of Sally’s problem, 
psychoeducation and goal setting. A 6-stage exposure programme was constructed 
finishing with Sally allowing her daughter to play outside on the ground. Intermediate 
stages of therapy involved some cognitive restructuring, attempts to co-construct 
alternative meanings of Sally’s behaviour and graded working through the exposure 
and response prevention hierarchy. In the final stages of therapy goals were extended 
to other areas of Sally’s life, and problem solving techniques were utilised to prevent 
relapse.
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Outcome
No objective measures were obtained due to Sally’s non-attendance of the final 
outcome session. Behavioural measures of time spent cleaning and washing hands 
revealed a reduction in these behaviours from 6.5 hours to 2.5 hours of cleaning per 
day, and from washing hands 4 times every half and hour to twice per half hour. There 
was also an observable change in Sally’s attitudes towards germs. Her belief that 
germs were bad dropped form 100 in session 1 to 30 in session 7. The strength of her 
belief in the link between her cleaning and her daughter’s health also dropped 
significantly. Sally was leaving the house almost everyday by the end of therapy.
Reformulation
Sally’s presenting problems and the progress she made in therapy support the use of 
the cognitive model in formulating and guiding intervention. Psychodynamic 
principles may also have offered alternative ways of conceptualising Sally’s problems, 
but a CBT intervention appeared to better fit Sally’s presentation.
Critique
Sally’s lack of motivation, non-attendance and the related reduced number of therapy 
sessions may have limited outcome. Addressing these issues thoroughly early in the 
intervention may been helpful. More detailed assessment of depressive symptoms 
would also have benefited the formulation and intervention.
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Learning Disabilities Placement Summary
Supervisors: Simon Powell and Emma Rye 
Summary of Clinical Experience
This placement was in a Learning Disabilities Psychology Service providing an 
outpatient service to adults with learning disabilities and input to day centres and 
supported accommodation. The main models of intervention used were 
psychodynamic and systemic. Thirteen clients aged between twenty-six and fifty-nine, 
with mild, moderate and severe learning disabilities, were seen. Presenting difficulties 
included: depression, bereavement, self injury, aggressive behaviour, anger 
management, OCD and dementia. Interventions were carried out with individuals and 
with staff teams. Assessments included structured and unstructured assessments, 
observations and functional analysis. Psychometric measures employed included the 
Hampshire Assessment for living with others (HALO), the Vineland Adaptive 
Behaviour Scales (VABS) and the Oliver and Crayton battery for assessing dementia. 
Six clients were seen as part of a group run for sexual offenders with learning 
disabilities. This group used a CBT approach.
Teaching and additional experiences
A presentation was given to fifteen residential home staff on Downs Syndrome and 
dementia, involving training and practical exercises. Background information was 
provided to a working group set up to develop standard procedures for the assessment 
of individuals with Downs Syndrome at risk of dementia. Planning meetings to set up 
an autism suite at a local day centre were also attended. Multidisciplinary meetings to 
set up staff support sessions at a residential home were also attended. Monthly 
Psychology meetings were attended to discuss referrals and business. Visits were 
made to four day centres providing care for individuals with different levels of 
learning disabilities. A training day focusing on critical incident debriefing and 
couples therapy was attended.
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Learning Disabilities Case report summary 
The assessment of dementia in a 58 year-old man with Down’s 
Syndrome
Referral and presenting problem
Mark was a 58 year-old White British man diagnosed with Down’s Syndrome (DS) 
and a mild Learning Disability. He was referred by his Psychiatrist for 
neuropsychological assssment before and three months after commencing a trial of 
anti-dementia medication. The purpose of the assessment was to confirm the diagnosis 
of Dementia Alzheimer’s Type (DAT) given in 1997 due to the onset of increasingly 
disturbed behaviour, and deteriorations in memory, language and orientation.The 
assessments also aimed to monitor cognitive and behavioural changes throughout the 
trial.
Initial assessment
Mark had lived in residential care since the age of 37, and had lived in his current 
accommodation for three years. He had no serious medical conditions, although he 
had slight visual impairment and hearing loss. Mark had completed three dementia 
assessments prior to the current referral (2000, 2001 and 2003). Initial assessment 
comprised a review of these and of progress notes and correspondence. The referral 
made to psychiatry in 1997 was due to the onset of increasingly aggressive and 
destructive behaviours at home, which were described as out of character. 
Antipsychotic medication was prescribed, with limited success. A further referral was 
made to Psychiatry in 2000 when Mark began throwing objects out of the window and 
became more confused. A baseline assessment was completed by Psychology at this 
stage.
Dementia Assessments
Previous dementia assessments had included three major measures. The Hampshire 
Assessment for Living with Others was a measure investigating Mark’s level of 
independence, and the level of staff support he needed. This was completed with 
Mark’s keyworker. The Maladaptive Behaviour Domain of the Vineland Adaptive
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Behaviour Scale was also completed with Mark’s keyworker, investigating types and 
severity of maladaptive behaviour displayed. In addition to observer ratings, the 
Crayton and Oliver Dementia Manual was administered directly with Mark. This 
batteryconsists of 8 subtests, each targeting a different dimention of cognitive 
functioning.
Initial formulation
Past assessment results revealed a decline in memory and orientation consistent with 
an ICD-10 diagnosis of DAT. These were accompanied by deterioration in living 
skills and behaviour, as expected. A diagnosis of DAT was supported by the high 
prevalence rates of DAT in people with Down’s Syndrome, and the closeness of 
Mark’s age to the average age of onset (54).
Initial Action Plan
It was planned that before commencing an anti-dementia medication trial Mark would 
complete a further dementia assessment as a baseline measure, which would be 
repeated after three months to enable assessment of the effects of medication. 
Supplementary assessments of orientation and functioning in Mark’s environment was 
also planned, as some of his scores on the existing battery had reached floor levels, 
and no longer provided useful information about change.
Extended assessment
The assessment battery outlined above was completed in May and August 2003. In 
addition to this a series of tasks adapted from the Rivermead Behavioural Memory 
Test were completed, in order to assess in a practical (rather than abstract) way 
Marks’ level of memory and orientation in his existing environment. Structured and 
unstructured assessments were also carried out at with residential staff and staff at the 
day centre to establish variations in Mark’s behaviour across time and situations, and 
also to encourage thorough ongoing monitoring of his functioning. Some 
consideration of differential diagnoses was investigated with members of the 
multidisciplinary team.
Extended formulation
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Assessments revealed a steady decline in Mark’s cognition and behaviour, in a pattern 
consistent with the known progression of DAT in people with Down’s Syndrome. No 
other explanations for these changes were evident. Mark showed a percentage change 
(per year) in memory scores that was above healthily aging adults with Down’s 
Syndrome. Change in the rate of detrioration since commencing medication was 
difficult to calculate, but did not indicate clearly beneficial effects. It may be that three 
months is an insufficient time period for such assessment. Alternatively Mark may 
have progressed beyond the early stages of DAT, in which medication has been found 
to work best.
Recommendations
It was recommended that Mark remain on medication and that another assessment 
should be completed in a further six months. It was further suggested that Psychology 
should be contacted in the event of any rapid deterioration in this time. Assessment 
results and recommendations regarding care management were presented in a report 
and a team training day (on Down’s Syndrome and Dementia). Recommendations 
included, in brief: thorough monitoring, regular health and sensory checks, 
environmental modifications, structuring and simplifying routines, and maximising 
communication with Mark about his condition, changes, and lost information.
Critique
Interpretation of the results of the assessment required caution considering the dearth 
of reliability data available for the assessment tools used. Furthermore the other-rated 
measures were judgement based and therefore were likely to have a wide error 
margin. Floor effects, test error and variability in pre-existing impairments in adults 
with Down’s Syndrome make measuring cognitive deterioration difficult and 
longitudinal assessment mandatory. There is no standard consensus for assessment of 
dementia in people with Down’s Syndrome. The field would benefit from making this 
a focus of future research.
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Children, Adolescents and Family Core Placement Summary
Supervisor: Dr. Susan Brown-Jones 
Summary of Clinical Experiences
This placement was set in a Child and Adolescent Mental Health Service (CAMHS). 
Eighteen young people between the ages of four and seventeen were seen for 
assessment and/or intervention either individually or with their parents (or in some 
cases the parents were seen alone). The main models used were CBT and 
Psychodynamic. Presenting difficulties included: Self-harm, depression, bereavement, 
PTSD, domestic violence, aggression, social anxiety, night terrors and Autistic 
Spectrum Disorder. Assessment and intervention frequently used play for younger 
children. Assessments included use of a range of psychometric tests including: the 
Wechsler Intelligence Scale for Children (WISC-III), WORD, WOLD, NEPSI 
developmental neuropsychology test, LETTER, Australian Aspergers Scale, Conner’s 
rating scales. Child Depression Inventory, Child Behaviour Checklist, The Vineland 
Adaptive Behaviour Scales and the State-trait Anxiety Inventory. Projective tests used 
included: the Rorschach Ink Blot test, the Family Relations Test and the Children’s 
Apperception Test.
Additional training experiences
A team away day was attended on the subject of reducing waiting lists. Meetings were 
attended with psychiatrists, psychotherapists, art therapists social workers and nurses 
to gain an understanding of the roles of different professionals in the team. A self- 
harm clinic was attended making visits to the local hospital for emergency 
assessments, and a session was spent observing a paediatrician. Other visits included a 
family centre, the educational psychology department, the pupil referral unit and an 
adolescent inpatient unit.
TOO
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Children, Adolescents and Families case report summary 
The assessment of cognitive function in a 14 year-old girl with a 
history of language difficulties
Referral and Presenting Problem
Jane was a 14 year-old white British girl referred by a CPN in the CAMHS for 
assessment of her global ability, self-esteem and evaluation of her suitability for 
Cognitive Behaviour Therapy (CBT) for anxiety and school phobia. There was some 
question about whether prior interventions had failed due to possible cognitive 
limitations.
Initial Assessment
Jane had shown early language delays but no other delays in achieving developmental 
milestones. She had made friends easily, and there had been no medical problems, 
other than some hearing problems. Jane had received audiotherapy for language 
problems at 18 months, and at primary school had received one-to-one support and 
weekly Speech and Language input. At the time of assessment Jane was in 
mainstream school and was attending a dyslexia group for an hour a day. School 
reports indicated that she had significant delays in all areas of language and was 
performing poorly in all areas of the national curriculum except for art. At the 
CAMHS Jane had received individual sessions with a CPN for anxiety. Family 
Therapy sessions and had attended eight sessions of a Social Skills Group with little 
change to her symptoms. Jane lived with her parents and two siblings. There was no 
history of Intellectual Disabilities or language impairments in the family, but there 
was a history of anxiety disorders. Jane’s anxiety had worsened following bullying 
two years ago, and she currently feared going out, and was escorted to school and 
went home for lunchtimes.
Initial Formulation
Family anxiety, temperament, language difficulties and a history of bullying may have 
contributed to Jane’s current anxiety. It was hypothesised that low global intellectual
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functioning may also account for poor academic performance and social skills, and 
may be maintaining anxiety. Perception of her problems as isolated language 
problems may have been sustaining unrealistic school and parental expectations, 
impacting on Jane’s anxiety and self-esteem.
Initial Action Plan
In order to assess whether Jane met the DSM-IV criteria for intellectual disabilities it 
was necessary to assess both adaptive behaviour and intellectual functioning. 
Achievement tests were encorporated in to the assessment battery to complement tests 
of ability to facilitate interpretation of her profile of abilities. Considering Jane’s 
social and emotional problems, assessment of these factors was also deemed 
necessary.
Extended assessment
The full Wechsler Intelligence scale for Children-Third Edition (WISC-III) was 
administered. This test comprises ten subtests and three optional test which measure 
different facets of intelligence, and provide a Verbal, Performance and Full-Scale IQ 
score. Jane’s Full-Scale IQ score fell into the Mild Intellectual Disability Range, but 
this score was of questionable validity due to the significant difference found between 
Jane’s verbal and non-verbal abilities. Jane’s Verbal IQ Score was 56 and her 
Performance IQ score was 77. Jane’s performance on the WORD, a test of literacy 
skills in children, were consistent with this, ranging from 56-82. Her scores on the 
WOLD, a test of spoken language skills, were slightly higher, ranging from 70-80. 
Three subtests were selected from the NEPS Y Neuropsychological Assessment 
Battery for children to further investigate Jane’s memory and language skills. Jane 
also completed the Beck Depression Inventory for Youth, the Beck Anxiety inventory 
for Youth, and the Beck Self-Concept Inventory for Youth. She was in the average 
range for the Depression and Self-Concept Inventories, and in the high average range 
for anxiety. The Child Behaviour Checklist (CBC) and the Vineland Adaptive 
Behaviour Scales (VABS) were completed with Jane’s mother to assess Jane’s 
behaviour and problems as rated by a close other. Her scores on the CBC were in the 
clinical range and her scores on the VABS suggested she was functioning at an age 
significantly below her chronological age.
102
Children, Adolescents and Families Core Placement
Extended formulation
Taken together the results suggested that Jane was functioning at a low global 
cognitive level and this was accompanied by deficits in adaptive behaviour. Her 
general performance on verbally oriented tests was commensurate with her low level 
of general and verbal abilities. Nevertheless the designation of a label defining these 
results was considered unsuitable, on the basis of some variability in results, and 
rating of her behaviour from only a single informant. Furthermore it was difficult to 
separate the effects of Jane’s language problems, or anxiety, on her cognitive 
functioning in general and current test results specifically.
Jane’s verbal abilities did appear to be significantly weaker than her non-verbal 
abilities, and this seemed especially true for language input rather than language 
output. The results suggested that Jane had a specific Learning Difficulty in Reading, 
especially in Comprehension, in addition to intellectual functioning in the Low to 
Mild Learning Disability Range. It is very unlikely that Jane’s overall performance on 
the test battery was lowered solely due to language problems. Language and learning 
problems are often co-morbid in children, and can contribute to high levels of anxiety.
Recommendations
Recommendations suggested, in brief, that Jane would need additional support in 
acquiring functional as well as academic skills, that information should be broken 
down and repeated, and that Jane may benefit form working in smaller groups. They 
also recommended that Jane would benefit from input to reduce her anxiety, and that 
CBT would be suitable as long as it is adapted to suit her ability level. 
Recommendations for family interventions included modification of expectations in 
accordance with the assessment results, and simplification of instructions at home, and 
support in developing skills appropriate to her age.
Critique
Jane may have benefited from the use of tools designed to evaluate different aspects of 
language, although this was not the focus of the current assessment. Considering her 
extensive experience of testing in the past, it was deemed unethical to expand the
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assessment any further than was necessary to assess her level of general functioning. 
This aimed to inform key others of the appropriate level at which to place demands 
and expectations. A diagnostic label was deemed unnecessary to achieve this aim.
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Older People Placement Summary
Supervisor: Dr Catherine Dooley 
Summary of Clinical Experience
This placement involved working in a Community Mental Health Team for Older 
People, running a group in a Day Hospital for Older People, providing a Psychology 
clinic in a physical health rehabilitation ward and some work in an Older Persons 
Physical Health inpatient ward. The main models used for intervention were Narrative 
and Cognitive-Behavioural. Eleven clients aged between sixty-one and ninety-two 
were seen for individual work. An additional eight clients were seen as part of an 
Anxiety Management Group co-facilitated with a nurse. Two sessions of a Pulmonary 
Group were attended, with five and seven members in each, the first as an observer, 
and the second as the group leader. Presenting problems included: Depression, 
anxiety, a range of dementias, memory loss, delayed grief reactions, chronic pain, 
adjustment to physical health problems, aggression and fear of falling. Psychometric 
assessments included the use of the following assessment measures: Wechsler Adult 
Intelligence Scales (WAIS-III short form), Wechsler Memory Scales (WMS), Rey 
Complex Figure, Verbal Fluency test, Hayling and Brixton tests. Trails, Information 
Processing test (AMIPB), National Adult Reading Test (NART), MEAMS, Geriatric 
Depression Scale, Hospital Anxiety and Depression Scale and the McGill Pain 
Questionnaire.
Additional Training Experiences
Two case presentations were given to other Psychologists as part of a weekly 
Psychology meeting attended. Monthly Trust Psychology meetings were also 
attended. A psychoanalytic lecture on suicide was attended. Visits were made to the 
Occupational Health Department, a Day Hospital for Older People and the Speech and 
Language Therapy Department. A morning was spent observing both the outpatient 
psychiatry clinic and ward round for an Older Person’s psychiatric inpatient unit.
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Older People Case Report Summary 
A Narrative Intervention with a 68-year old woman presenting with 
depression
Referral and presenting problem
Ingrid was a 68 year old German woman who emigrated to England when she was 27. 
She was referred by the physiologist for depression following a heart attack and 
associated health problems. Ingrid presented with low mood, negative thoughts about 
herself and her life, and frustration related to her growing dependence on her family.
Background and Initial assessment of the problem
Ingrid had felt low since she retired (from working as an addictions counsellor) due to 
health problems 8 years previously, and her mood deteriorated significantly after her 
daughter’s family moved in to her house 3 years ago for financial reasons. Ingrid was 
uncomfortable with her own dependency, felt unable to assert herself in the house, and 
disapproved of her daughter’s child-rearing strategies. She described rigid values of 
family harmony and right and wrong. Ingrid described growing up in Poland with a 
socialist father and strict catholic mother, sibling rivalry, bullying and traumatic war­
time resettlement. Ingrid had a range of medical conditions which caused her pain and 
some dependency. On the HADS Ingrid scored 10 for anxiety (borderline) and 16 for 
depression (clinical range).
Narrative Formulation
Ingrid’s symptoms were consistent with Major Depressive Disorder. The loss of her 
job and role (and role of responsibility and independence) appeared to have triggered 
this. Ingrid appeared to have held a previous dominant story of surviving alone and 
also of achieving farmily cohesion, which have emerged from her early family and 
refugee experiences. Her loss of role and current family dischord may have driven her 
to create a new story based on worthlessness and failure. This reduced positive 
contacts with her family and biased her selection of memories to fit this new story, 
thus maintaining it.
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Action Plan
Narrative therapy was selected as the model for intervention on the basis of efficacy 
research, and suitability for Ingrid’s style of discourse, and also for the content of her 
stories (identity and meaning loss). The aims of the intevention were to deconstruct 
her current story of failure and look for marginalised themes in her narrative to enable 
the construction of alternative preferred stories. It was hoped this would give Ingrid a 
more positive attitude towards herself and her dependency, and give her confidence 
and flexibility in communicating with her family.
Intervention
Ingrid attended 7 of 14 planned individual sessions. She died of a heart attach shortly 
after the seventh session. The intervention techniques used are thus summarised for 
these sessions.
Early sessions aimed to reveal and expand the problem-saturated story, which 
contained themes of failure and lack of control. Other dominant elements that 
emerged in Ingrid’s story during this stage included being ‘misunderstood’, ‘being a 
scapegoat’, and a ‘sufferer’ in life. These themes fitted her recollections of the past 
and her experience of the present, in which she felt she had failed because she was 
unable to express her needs to her family and to to correct the current family conflict. 
Externalising techniques were used to encourage Ingrid to see the effects of her 
depression on her situation. Gaps were identified in Ingrid’s story and memories 
drawn out that contradict the problem story. These were linked with other similar 
memories along a time scale to strengthen an alternative story. This was accompanied 
by attempts to locate identity within intentional states rather than stable internal states, 
and discussions of wider cultural influences on Ingrid and her values and principles. A 
new story began to emerge characterise by themes of ‘being determined’ and having 
‘strong family values’. Future sessions had been planned to include the use of 
therapeutic documents and role plays.
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Outcome
Tape recordings revealed a reduction in the frequency of Ingrid’s comments whch 
located the problem in herself, and an increase in comments which located problems 
externally, suggesting a move towards a more positive self-concept. Ingrid also 
reported a greater sense of autonomy and control over her situation.
Reformulation
Elaboration of themes in Ingrid’s life story highlighted ‘agency’ and ‘locus of blame’ 
as central to the formulation. It appeared that these themes may have been prominent 
in her self-concept in early life and may have resurfaced in later life with loss of role, 
independence and identity. Her preferred character in the middle of her life may have 
been revived by locating these traits in intentions and values rather than situation 
specific roles.
Critique
Narrative therapy appeared to be well suited to Ingrid and effective. Use of documents 
such as family trees early on may have benefited the intervention and stimulated 
further exploration of intergenerational patterns.
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Specialist Child, Adolescent and Family Placement Summary
Supervisor: Dr. Shamim Mahmud 
Summary of Clinical Experience
This placement was set in a Child and Adolescent Mental Health Service (CAMHS) 
and comprised a range of complex cases. Fourteen young people aged between nine 
and fifteen were seen. Five of these were seen as part of a Systemic Family Therapy 
team (two in front of the mirror and three as part of a reflecting team). Nine young 
people (and frequently their parents) were seen individually and in joint work with 
members of the multidisciplinary team. A Psychodynamic model was predominantly 
used for assessment, formulation and treatment of cases seen individually. Working 
with these complex cases involved regular multidisciplinary and inter-agency liason.
A range of presenting problems seen included: Depression, self-harm, school refusal, 
OCD, ADHD, offending behaviour. Difficulties secondary to physical health 
problems. Autistic Spectrum Disorder, voice hearing, chronic fatigue syndrome and 
family breakdown. Structured assessments used included: The Conner’s Rating 
Scales, The Child Depression Inventory, The Child Memory Scale, The NEPSI 
developmental neuropsychology test, the Vineland Adaptive Behaviour Scales and the 
Visual Motor Integration Test. Unstructured assessments regularly included family 
members.
Presentations and additional experience
A weekly psychodynamic supervision group, facilitated by a Consultant Child 
Psychoanalyst, was attended. Two case presentations were given to this group. 
Participation in a Family Therapy workshop occurred, both in front of and behind a 
two-way mirror, on a weekly basis, and a Family Therapy supervision group was 
attended.
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Specialist case report summary 
Brief Psychodynamic psychotherapy with a 13 year old boy with 
emotional, behavioural and attention difficulties
Referral and presenting problem
Luke was a 13-year old White British boy referred by his GP for concentration and 
memory problems in the context of a complicated family break-up. Luke had always 
had concentration problems but these had worsened significantly since his parents 
separated in 2000. These problems had been accompanied by a deterioration in mood, 
irritability, and disruptive behaviour at home and at school, where his school work 
was suffering. Luke was also experiencing difficulties interacting with peers.
Initial assessment of the problem
Luke reported that his low mood and arguments with his mother were the biggest 
problems for him. Assessment revealed Luke’s limited ability to reflect on his 
difficulties and past events. The Connors’ scales revealed that Luke’s symptoms were 
consistent with ADD. Luke’s score on the Children’s Depression Inventory was in the 
borderline range. Unstructured interviews suggested Luke was experiencing 
difficulties in affect regulation, identity formation and close relationships. His mother 
was described by her children as controlling.
Luke grew up in Manchester with his mother, father, brother and sister. He achieved 
normal milestones, but a kidney defect resulted in a 2-month separation from his 
mother at 8 weeks. When he was seven, his mother left the house without telling 
anybody to move away with her brother-in-law (current husband), following years of 
domestic violence, which had been kept from the children (there was no violence 
towards the children). Following this Luke stayed with his father, and was unaware of 
his mother’s attempts to contact him, as calls were screened by his father. Luke moved 
to live with his mother after she gained custody of the children 18 months later. After 
this Luke’s father denied him contact with himself or his new half-sister.
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Formulation
Luke appeared to be suffering from core difficulties in his capacity to reflect on his 
experiences, thoughts and feelings. He showed poor frustration tolerance, affect 
regulation and he lacked a strong sense of self. This may have resulted in defensive 
avoidance of thoughts and feelings that presented as distractibility. This could also 
have led to emotional lability and relationship difficulties. The origins of Luke’s 
limited reflective capacity and lack of sense of self are likely to lie in early problems 
in maternal attunement and mirroring. Domestic violence and Luke’s mother’s own 
difficult childhood may have impeded her ‘container’ function. This may have 
disrupted Luke’s thinking processes and emotional development. Emotional absences 
and disorientation may have provided Luke with a circuit breaker to deal with 
intolerable emotions and external impingement. Luke’s current difficulties may have 
been triggered by his parents separation and mother’s seeming abandonment of him, 
in the context of his move into adolescence and change of school and friends. They 
may further have been maintained by a family script of not talking about problems.
Action Plan
Psychotherapy, rather than medication, was chosen as an initial intervention on the 
basis of the family’s choice, comorbid low mood emotional difficulties and 
interpersonal problems, and formulation of the developmental pathways leading to the 
problem. Short-term psychodynamic psychotherapy was selected on the basis of 
research evidence and its suitability for Luke’s presentation. The aims of the 
intervention were to increase Luke’s reflective capacity and regulation of affect. It 
also aimed to increase his sense of self and work through difficult and ambivalent 
feelings. A supportive and empathie approach was taken, rather than emphasis on 
interpretation of conflict, on the basis of research relating to psychodynamic work 
with adolescents.
Intervention
Luke attended 11 individual therapy sessions and 3 family sessions. Early sessions 
aimed to build a trusting therapeutic relationship and to give Luke the space for 
reflection and the experience of another who acknowledged his emotions and 
separateness. Naming and thinking through feelings aimed to allow Luke to stay with
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them for longer. Luke’s emotional experiences during past events were explored to 
provide him with a narrative of his past and an understanding of feelings he may have 
been unconsciously enacting. Luke’s aggression and his self-reproach for his own 
aggression were a common feature of these sessions. His ambivalent feelings in close 
relationships were also a core feature of the work, and were often worked through in 
the transference, while also relating these experiences to other relationships. Family 
conflicts were further explored in family sessions, in which Luke’s voice was 
gradually more heard.
Outcome
Luke’s post-treatment score on the Children’s Depression Inventory dropped 14 points 
to the normal range. There was little change in his scores on the Conner’s rating scales 
for attention and concentration, but there were reductions in ratings of emotional 
lability and oppositional behaviour. Luke and his family reported a reduction in fights 
with his mother and an improvement in mood. Luke had begun to make new friends 
and had started a relationship with a new girlfriend. Luke also appeared more 
thoughtful and more certain of himself. A referral to psychiatry was made after 
discussion with the family about a medication trial for his ongoing concentration 
difficulties.
Reformulation
The changes observed in Luke supported the initial formulation. The lack of change in 
his attention difficulties may reflect a number of things including a biological base to 
these difficulties, insufficient number of therapy sessions, or his parents’ emerging 
perception of the problems. Luke repeated return to the contradictions between his 
beliefs and his violence suggest a more central role for this in the formulation, 
possibly as a defence against dangerous feelings felt towards objects that he is still 
dependent on.
Critique
An alternative approach could have addressed Luke’s attention problems first, which 
may have had secondary effects on his emotional and interpersonal problems. The 
family had been keen, however, to attempt a psychological intervention first. The
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intervention may also have benefited from Luke’s mother meeting independently with 
another clinician to explore her own background in relation to her experience as a 
mother.
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Specialist Trauma Placement Summary
Supervisors: Professor Ian Robbins, Dr. Richard Stott, Dr. Sharif El-Leithy 
Summary of Clinical Experience
The placement was set in a tertiary Traumatic Stress Service. The main model used 
for assessment, formulation and intervention was Cognitive-Behavioural. Ten 
individual clients were seen aged between eighteen and fifty-five. Six of these were 
asylum seekers or refugees, and work with three of these was undertaken with the use 
of interpreters. People from a range of countries and ethnic origins were seen 
including: Sierre Leone, Angola, Kosovo, Sri Lanka, Iran, Turkey and India. Most of 
the people seen presented with Post-traumatic Stress Disorder (PTSD). Original 
traumas included road traffic accidents, industrial accidents, assault, domestic 
violence, torture and war-related traumas. Comorbid problems addressed in 
interventions included: depression, social isolation, and family difficulties. 
Assessments included unstructured interviews and structured assessments including: 
the Post-traumatic Diagnostic Scale (PDS), the Beck Depression Inventory (BDI-II) 
and the Post-traumatic Cognitions Inventory (PTCI). One session of a women’s group 
for victims of rape was conducted.
Research and Additional training experiences
Weekly team meetings and discussion groups were attended. Training sessions on the 
subject of medication were attended with the Professor, and on the Cognitive model of 
PTSD and re-living (including role-play) with other supervisors. During this 
placement research data was collected from an independent charity for war veteran 
with mental health problems. This involved liason with the multidisciplinary team at 
the charity, and recruitment of residential and postal participants. Screening 
assessments at the trauma service were co-conducted with members of the team as 
part of a service evaluation study.
117
Research Dossier
Research Dossier
118
Service Related Research Project
An Audit of the Characteristics of Re-referrals to a 
Community Mental Health Team (CMHT)
Service Related Research Project
Year 1 
June 2003
119
Service Related Research Project
Acknowledgement
I would like to thanks all the members of the team described in this report for their 
help and support in collecting and compiling data. A special thanks goes to the team 
administrator for her assistance.
Abstract
Objectives
To examine possible predictors of re-referral to the CMHT and check the CMHT was 
meeting Department of Health defined standards regarding assessment, treatment, 
access and engagement.
Design
This clinical audit is a between-groups comparison of characteristics of subjects re­
referred or not re-referred to the CMHT.
Setting
An inner-city CMHT.
Subjects
100 consecutive referrals from November 2000 to March 2001.
Main outcome measures
The characteristics analysed included previous non-attendance, whether previous 
referral had been accepted onto the CMHT caseload, characteristics of the initial 
referral, diagnosis and previous referral.
Results
The groups were compared on the above characteristics and analysed using Chi- 
Square tests and Mann-Whitney U tests. Non-attendance, length of care episode and 
reason for termination of the initial care episode were not significantly associated with 
re-referral. Psychosis and past referral were significant predictors of re-referral. Cases 
accepted at the initial referral were significantly more likely to be re-referred than 
cases not accepted.
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Conclusions
The results suggest re-referral is not related to CMHT decision making regarding non- 
attendance or termination of care episodes, but may be related to characteristics of 
long-term mental illness. The implications and limitations of the study are discussed.
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Introduction
The research questions addressed in this Service Related Research Project were 
generated within the context of a busy inner city Community Mental Health Team 
(CMHT). The CMHT covers a catchment area of 30,000 individuals, receiving 
referrals from primary care sources. Team members had pressured caseloads. They 
estimated the re-referral rate to be high, and were interested in finding out the reasons 
for this, suspecting that re-referrals may be previous non-attenders that are discharged 
prematurely, or previous referrals deemed inappropriate and so not taken on. The 
present audit aims to investigate the predictors of re-referral to the CMHT.
Killaspy, Banerjee, King and Lloyd, (2000) found that non-attenders of outpatient 
clinics are more unwell and at risk of subsequent admission than attenders. Although 
most studies use inpatient re-admission, if non-attenders are more unwell they may 
also be at high risk of CMHT re-referral. This audit assesses whether non-attendance 
predicts re-referral. If non-attendance is not followed up the outcome is that the client 
fails to access possible treatment. Not only are needs not met, but a worsening of their 
health may mean greater use of CMHT resources in the long-term through re-referral 
administration and the need for longer care episodes to cater for the deterioration in 
health. This may be reduced with early intervention. A similar scenario would result if 
cases are rejected following initial assessment of need when some care would be 
beneficial.
Standard 2 of the National Service Frameworks (NSFs) (DoH, 1999) outlines that 
service users with a mental health problem should have their mental health needs 
identified and assessed, and referral to specialist services for assessment, treatment 
and care should be made when required.
Standard 4 states:
‘all mental health service users on CPA should receive care which optimises 
engagement, anticipates or prevents crisis and reduces risk’.
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The DoH defines some principles guiding the NSFs, including non-discrimination and 
access for service users to a full range of services.
The CMHT deals with a large catchment area and a range of client needs. Re-referral 
could reflect many factors. Re-admission to psychiatric wards has been correlated 
with socio-economic factors, diagnosis, and non-compliance with medication 
(Langdon, Yaguez, brown and Hope, 2001). Re-referral to a CMHT could reflect 
similar factors, or may occur only with clients with long-term needs. Re-referral may, 
however, reflect CMHT decision-making regarding following up non-attenders or 
accepting initial referrals. Analysis of all the possible predictors of re-referral is 
beyond the scope of the present audit, which will concentrate on CMHT-related 
variables. It aims to compare practice to the above standards to evaluate whether 
clients' needs are being met. Findings could have implications for CMHT policy 
regarding meeting needs and optimising access and engagement, for example 
following up non-attenders with a home visit rather than a repeat appointment, or 
ensuring sufficiently long follow-up care before discharge.
The audit will investigate whether accepting or rejecting a case following assessment 
at initial referral predicts re-referral (Hypothesis 1). The reason for this decision will 
be examined e.g. non-attendance or inappropriate referral. A further possible predictor 
evaluated will be duration of initial care episode and reason for its termination 
(Hypothesis2). Diagnosis will also be assessed as a possible predictor, to determine 
whether re-referral reflects long-term needs. The relationship between diagnosis and 
acceptance of the case at initial referral will be assessed to check equality of access 
(Hypothesis]). Past referral history will be assessed as a predictor of re-referral 
(Hypothesis4). This may also reflect long-term needs.
Hypotheses
HI: A) Initial referrals that are not accepted onto the CMHT caseload following 
initial assessment appointments are more likely to be re-referred than cases accepted. 
B) Those that are rejected because of non-attendance are more likely to be re-referred 
than those rejected because they were deemed inappropriate.
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H2: A) The shorter the initial care episode the higher the chance of re-referral.
B) Clients whose care episode is terminated because of non-attendance will be more 
likely to be re-referred than cases terminated due to improvement.
H3: Diagnosis and presenting complaint will predict (A) acceptance of client onto 
caseload and (B) later re-referral. Clients with long-term enduring mental illness (e.g. 
Schizophrenia) will be more likely to re-referred than those with short-term 
complaints.
H4 Re-referral will be predicted by past referral.
Method
Design
The present study falls into the category of clinical audit, as defined by the DoH:
‘Clinical audit involves systematically looking at the procedures used for diagnosis, 
care and treatment, examining how associated resources are used and investigating the 
effect care has on the outcome and quality of life for the patient’
(DoH (1993), Clinical Audit: meeting and improving standards in healthcare).
The study is a between-groups comparison of characteristics of subjects re-referred or 
not re-referred to the CMHT.
Registration
An audit proposal was sent to the clinical audit department of the trust to register the 
audit, and was approved (See Appendix 1)
Time period selected
A pilot study was completed prior to the audit to determine the time period necessary 
to allow for re-referral. The last 12 referrals entered into the CMHT referral book 
were selected. Four of these had been seen by the CMHT, with an average of 9 
months since their last discharge (range 7-14 months). A period for assessing referrals
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in the audit was then chosen to allow a two year window for re-referrals up to March 
2003, when the audit was carried out. A four month period was estimated to be 
necessary to collect enough re-referrals for statistical analysis based on re-referral rate 
of 2 per week.
Subjects
100 consecutive referrals from November 2000 to March 2001 were recorded by 
subject (to maintain confidentiality) from the CMHT referrals book. This number was 
determined by a minimum target of 30 referrals in each group (re-referred and not re­
referred). Demographic details are presented in Tables 1 and 2.
N Mean Age on 
referral
Range Standard
Deviation
Females 59 36.17 17-72 14.05
Males 41 3137 17-73 13.64
Total 100 3184 17-73 1182
Table 1: Gender and age of the sample
One subject had died in the period so was excluded from analyses. All subjects 
remaining on the CMHT caseload for more than 15 months (long term cases) were 
excluded from analyses of predictors of re-referral. A 15-month threshold allowed a 
minimum nine month period (the average duration between referrals in the pilot) for 
possible re-referral.
N Mean
age
SD Range N=male N=female
Not re­
referred
58 36.07 14.1 17-73 22(37^M4) 36 (62.1%)
Re­
referred
30 33.4 11.66 17-54 14 (46.7%) 16(53.3%)
Long 
term cases
11 39.82 17.34 19-72 5 (45.5%) 6 (54.5%)
Table 2: Gender and age of different groups 
Data sources
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Four sources were used to collect information on referrals. First the referral was 
recorded from a referrals book used to enter all referrals in chronological order. 
Second the referral letter, kept in a referrals file, was examined to record reason for 
referral. The client’s hospital number was then entered into a computerised 
information system holding patient details, history and all contact with services. 
Information recorded included length of current care episode in months, number of 
appointments attended and number of appointments not attended. The final stage of 
data collection involved assessing individual patient files to confirm information 
already recorded, including diagnosis, presenting complaint, number of appointments 
attended, DNAs and the reasons for non-acceptance of a referral or discharge from 
care. Files not stored in the CMHT were located in Medical Records. All details were 
stored on patient information sheets designed for the audit (see Appendix 2)
Statistical Analysis
The data collected was analysed using SPSS. Chi-Square tests were used for 
categorical variables. Tabachnick and Fidell (2001) discourage the use of logistic 
regression where there are few cases relative to number of predictor variables. Mann- 
Whitney tests were used for continuous variables because assumptions for parametric 
tests (normal distribution and equal variances) were violated and the sample was small 
(Green & Salkind, 2003).
Feedback
The auditor arranged to feedback the results in a team meeting (see Appendix 3). 
Results
Hypothesis 1 A) Not Supported
A Chi-square analysis found a significant association between initial referral decision 
and re-referral, but in the opposite direction ie accepting the initial referral was 
significantly associated with re-referral (%^(d.f.=l, n=88) =4.16, p=0.041). See Table 3 
for frequencies.
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Table 3: Observed frequencies for initial referral decision and re-referral.
Groups Not re- referred Re-referred Total
Referral
accepted
13 13 26
Referral not- 
accepted
45 17 62
Total 58 30 88
Hypothesis 1 B) Not supported
A further Chi-square analysis looked at whether those not accepted (n=62) due to non- 
attendance were more likely to be re-referred. Those improved by initial assessment 
were excluded from the analysis (n=5). Fisher’s exact test was used because 25% of 
cells had an expected value of <5. There was no significant association found 
(Fisher’s exact (d.f.=l, n=57) =0.001, p=l). See Table 4 for frequencies.
Table 4: Observed frequencies for reason for rejecting referral and later re-referral.
Groups Not re-referred Re-referred Total
Not accepted 
because DNA
11 4 15
Not accepted 
because 
inappropriate
31 11 42
Total 42 15 57
Hypothesis 2 A) Not supported
Duration of the care episode was represented in months and also by number of 
appointments attended. Appointments attended may be a better reflection of care 
received than length of time on books because frequency of visits varied amongst 
clients.
A Mann-Whitney U Test indicated that, amongst those accepted at R1 with a care 
duration of <15 months (n=26), duration of care episode in months was not 
significantly different in the group not re-referred, and the group re-referred (z (13,13) 
=70.5, p=0.488, 2-tailed test). There was also no significant difference in the number 
of appointments attended between the group not re-referred and the group re-referred 
(z (13,13) = 52.5, p=0.10, 2-tailed test). Descriptive statistics are presented in table 5.
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Table 5: Descriptive statistics
n Mean 
duration 
of episode 
in months
SD of 
duration 
of episode 
in months
Mean 
number of 
appt.s 
attended
SD of 
appt.s 
attended
Accepted 
R1 and 
not re­
referred
13 637 3.5 738 7.4
Accepted 
R1 and 
re­
referred
13 6.7 2.27 9.92 5.45
Hypothesis 2 B) Not supported
A Chi-square analysis of the relationship between reason for terminating the care 
episode and subsequent re-referral looked at subjects that were accepted at initial 
referral but were seen for <15 months (n=26). Those subjects referred on to other 
agencies after their care episode (n=2) were excluded from the analysis and data were 
missing for one subject.
There was no significant association between the reason for discharge from the care 
episode and subsequent re-referral (Fisher’s exact (d.f.=l, n=23) =0.034, p=l). See 
Table 6.
Table 6: Observed frequencies for reason for terminating initial care episode and re­
referral.
Groups Not re-referred Re-referred Total
Terminated 
because DNA
7 6 13
Terminated
because
intervention
complete
5 5 10
Total 12 11 23
128
Service Related Research Project
Hypothesis 3 A) Supported
Presenting complaint 'was used instead of diagnosis (recorded in only 29 cases). Low 
frequency complaints (recorded in <4 cases) were collated into an ‘other’ category 
(n=14). These included aggression (n=2), social issues (n=4), psychosexual problems 
(n=2), mania (n=4) and eating disorders (n=2).
There was a significant association between presenting complaint and acceptance onto 
caseload (Fisher’s exact (d.f.=3, n=99) =8.04, p=0.044). See table 7.
Table 7: Frequencies for presenting complaint and acceptance onto CMHT caseload.
Presenting
complaint
Accepted Not accepted Total
Depression 13 36 49
Anxiety 15 11 26
Psychosis 5 5 10
Other 4 10 14
Total 37 62 99
Further analyses were conducted to determine significant factors. A presenting 
complaint of depression (n=49) rather than all other complaints (n=50) significantly 
reduced the chances of accepting the referral (%^(1, n=99) =4.87, p=0.27). Anxiety 
(n=26) was significantly more likely to be accepted than all other complaints (n=62) 
(X^  (d.f.=l, n=99) =6.22, p=0.013). The other presenting complaints were not 
individually significantly associated with accepting the referral.
Hypothesis 3 B) Supported
A Chi-Square analysis found presenting complaint was significantly associated with 
re-referral (Fisher’s Exact (d.f.=2, n=75) =6.86, p=0.029). The ’other’ category was 
excluded as >25% cells had Expected values of <5. Frequencies are presented in 
Table 8.
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Presenting
Complaint
Not re-referred Re-referred Total
Depression 33 12 45
Anxiety 13 9 22
Psychosis 2 6 8
Total 48 27 75
Table 8: Frequencies for presenting complaints re-referred or not.
Complaints were looked at individually to see which were predicting re-referral. 
Neither depression_(%  ^(d.f.=l, n=88) =2.26, p=0.13), or anxiety (X  ^(d.f.=l, n=88) 
=0.61 , p=0.44) were significantly associated with re-referral. Referrals with psychotic 
complaints were, however, more likely to be re-referred than those without a 
psychotic complaint (d.f.=l, n=88) =6.55, p=0.01), despite psychosis not 
predicting acceptance of a referral in the first place (d.f.=l, n=99) =0.76, p=38).
Hypothesis 4 Supported
A Chi-Square analysis found clients with previous referralsto the CMHT before R1 
were significantly more likely to be re-referred than clients with no previous referrals 
(X^  (d.f.=l,n=88) =4.11, p=0.043). See table 9.
Groups Not re-referred Re-referred Total
New to CMHT 48 19 67
Old to CMHT 10 11 21
Total 58 30 88
Table 9: Frequencies for old and new referrals re-referred to the CMHT.
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Discussion
The results show that accepting initial referrals onto the CMHT’s caseload was 
significantly associated with later re-referral. The hypothesis that not accepting a 
referral will increase the chance of later re-referral can be rejected. Of those not 
accepted there was no significant relationship between the reason for rejecting the 
initial referral (Patient DNA or referral deemed inappropriate) and future re-referral. 
Of those referrals accepted, there was no significant relationship between the length of 
care episode, or the reason for its termination, and later re-referral. The hypothesis that 
non-attendance and premature termination of care increases the risk of re-referral can 
therefore be rejected. Although the results were not significant, the trend lay in the 
opposite direction to that predicted i.e those re-referred tended to have had longer care 
episodes and attended more appointments than those not re-referred. Presenting 
complaints of anxiety were significantly more likely than other complaints to be 
accepted at referral, whereas cases of depression were significantly less likely to be 
accepted. Neither complaints were significantly associated with re-referral, but 
psychosis was. Past referral to the CMHT was significantly associated with re-referral.
The results suggest the strongest predictors of re-referral are past referral, a past care 
episode with the CMHT, and psychosis. This profile of variables seems more likely to 
reflect long-term needs of people with mental illness than CMHT policy. Non- 
attendance, duration of care and reason for discharge were not significantly associated 
with re-referral, suggesting that CMHT policy regarding these issues is appropriate i.e 
they are meeting clients’ needs. It could be speculated that the significant relationship 
between accepting a referral for care and re-referral may demonstrate that the CMHT 
accepts those with genuine need, and this need predicts future need (and thus re­
referral). This is most obvious for chronic long-term illnesses like schizophrenia.
Many studies have found relapse of psychosis a strong predictor of re-admission 
(Lewis & Joyce, 1990, Langdon et. al, 2001). This is compatible with the present 
results, suggesting re-referral is mediated by patient-related variables rather than 
CMHT-related variables.
The clinical implications of the associations found include consideration of the 
possible benefits of keeping clients at high risk of re-referral on the CMHT caseload
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on a low-support basis, rather than discharging them and receiving multiple re­
referrals. This may contain clients and actually reduce resource use and ill health in 
the long-term. Considering other factors associated with repeated service use, for 
example those found by Langdon et al (2001), may inform such decisions. The lack of 
significant associations between CMHT-related factors and re-referral could 
tentatively be interpreted as indicating no need for revision of CMHT policy regarding 
non-attendance, unsuitable referrals and duration of support offered.
Caution must be adopted in drawing such conclusions from the results, however, 
especially in interpreting the absence of results as demonstrating effective CMHT 
policy. Non-significant results may simply be related to small sample size. In addition 
the associations that are observed may actually be mediated by unrecorded variables. 
For example the association between accepting the referral and later re-referral may 
reflect people getting stuck in the system, rather than ongoing need, becoming more 
likely to use the CMHT for support once they have already done so. Alternatively re­
referrals may be mediated by GP variables, rather than CMHT or client variables. 
Studies have demonstrated significant differences in referral rates across different 
general practitioners (Creed, Gowrisunkar, Russel & Kincey, 1990). The finding that 
the CMHT is more likely to accept anxiety cases than depression cases may reflect the 
severity of cases in the sample, or could reflect that the CMHT is more equipped to 
deal with some problems than others. This might imply that the range of skills in the 
CMHT needs revision to ensure a variety of clients have access to a range of 
treatments. This warrants further service-related research.
Limitations
Methodological constraints limit the validity of the results. Primary presenting 
complaint was used instead of diagnosis, which was only recorded in 29 cases. Not 
recording diagnosis has some benefits, for example reducing assumptions, but 
constrains internal audit, and may change perceptions of service use. Neeleman and 
Mikhail (1997) found the absence of a clear diagnosis was a predictor of non- 
attendance in outpatient clinics. The primary presenting complaint recorded is 
unlikely to accurately represent the client’s needs, and may exclude other symptoms 
(e.g. anxiety symptoms when labelled as primarily presenting with depression), which
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may be the real mediator of re-referral. Hill, Evers, Thomas and Stevenson (1999) 
found that 47% of cases referred to an Adult Mental Health Team had three or more 
referred problems, suggesting referral reasons are more complex than the current 
presenting complaint label accounts for.
Another problem arose from the period available for possible re-referral varying in 
each case -svith the length of their care episode. Those seen for longer had a shorter 
time period available for detecting re-referral, and therefore might erroneously appear 
less likely to be re-referred. In fact those seen for longer may be the more difficult 
clients more likely to be re-referred. The 15 month cut-off for excluding cases was 
based on results from a pilot study. Such a cut-off was necessary, but was essentially 
arbitrary, and may have masked a relationship between length of care episode and re­
referral.
Data recorded were checked from several sources but it is likely that some relevant 
information was never recorded. Any missing data are likely to bias the results away 
from a significant association of non-attendance with re-referral, as attendance is more 
likely to be recorded than non-attendance.
Future research might overcome these methodological problems by using a bigger 
sample and a prospective design, with greater control over collecting data (rather than 
using retrospective data), a longer period for re-referral and the option of using more 
powerful parametric tests for analysis. Such tests would reduce the likelihood of false 
positives inflated by repeating tests. With a bigger sample referral sources could be 
assessed as mediators of re-referral, and GP and assessor labels for client problems 
could be compared. It would also be interesting to know whether long-term care 
would be a better use of CMHT resources than discharge and re-referral, reducing 
contact in the longer-term. Most research into factors predicting repeated service use 
looks at re-admission to acute psychiatric wards rather than community services. The 
increasing pressures on community resources warrants further research to replicate 
and expand the present findings in outpatient settings. This would facilitate putting 
research into practice, having implications for service delivery, resource allocation 
and meeting client needs.
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APPENDIX 1: Audit Declaration Form
CLINICAL AUDIT PROTOCOL
Please refer to attached guidance for completion of the protocol 
TEAM/DIRECTORATE
CLINICAL LEAD
1. TITLE
An audit of re-referrals to a CMHT
2. INTRODUCTION
Team members estimate there is a high rate of re-referral to the CMHT. 
The CMHT’s resources are pressured and members believed information 
on v^ ho is likely to be re-referred would inform policy and aid provision of 
preventative care to reduce the re-referral rate. Killaspy, Banerjee, King 
and Lloyd, (2000) found that non-attenders of outpatient clinics are more 
unwell and at risk of subsequent admission than attenders. Others have 
found that diagnosis, socio-economic factors and non-compliance with 
medication predict re-admission to psychiatric wards (Langdon, Yaguez,
3. AUDIT AIMS
This audit aims to investigate the characteristics predicting re-referral to the 
CMHT. It focuses on non-attendance and non-acceptance of previous 
referral as possible predictors of re-referral. It will also evaluate diagnosis 
as a mediator of return to the CMHT, reflecting chronicity of mental 
illness. Collecting this data will inform the CMHT regarding who is likely 
to be re-referred if not given the care they need, or if discharged to early, 
and thus aids their decision making and resource allocation (ST vs. LT).
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4. STANDARDS
The audit will compare practise to standard 2 and 4 of the NSFs (DoH,
1999).
Standard 2 outlines that any service user should have their mental health 
needs identified and assessed, and treatment provided when required. A high 
re-referral rate may mean that service users are not having their need 
identified and met.
5. METHODOLOGY
The auditor will select 100 consecutive referrals from the team referral book 
from November 2000-March 2001. Details of these referrals will be recorded 
from referral letters, CMIS and patients files. From these sources the 
outcome of the initial referral will be determined (whether the case was taken 
on by the CMHT or not, and why). Demographic details, non-attendance and 
diagnostic information will be recorded, and any subsequent referrals (up to 
the present date) will be documented. Chi-Square analyses and Mann- 
Whitnev TI Tests will be used to analvse the data and investigate whether the
6. OTHER ISSUES
Patient names will not be recorded to maintain confidentiality.
The completed audit and results will be presented to the CMHT in a team 
meeting in July.
I agree to undertake the role of Clinical Lead for this audit project by:
1. Acting as an advisor on clinical issues pertinent to this audit
2. Liasing with the directorate and audit department
Signature___________  Name_________________
Date__________________________
Clinical Audit Department - Oetober 2000
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APPENDIX 2; Patient Information Sheet
Patient details 
Subject No:
RE-REFERRALS AUDIT
SUBJECT INFORMATION SHEET
Date of Referral:
Hospital Number: 
D.o.B:
Gender:
Age on referral: 
Ethnic Origin:
Current care episode (R\)
Referral Source:
Presenting complaint:
Diagnosic category if any:
Accepted onto CMHT caseload at current referral yes / no 
Reason:
Duration of current care episode (months):
Appts offered: Appts attended: No. DNAs:
Type of Intervention:
Reason for Discharge:
Previous care episodes
Seen by CMHT before: Yes / no
No. previous CMHT care episodes:
Date, Duration and Nature (inpatient, CMHT) of each episodes: 
Presenting problem / diagnosis at discharge:
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Period between Referral date and Present dav
Re-referred (R2): yes / no
Stayed on books >15 months:
No. of re-referrals:
Length of time between referral 1 and referral 2: 
Source of re-referral:
Presenting complaint:
Same complaint as Referral 1?
Taken onto case load at referral 2? (Y / N / referred on) 
Outcome:
Additional Information:
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APPENDIX 3: Letter confirming feedback to team
jTYpT
Mental Health NHS Trust
Date: 18th August 2003
Miss C Hutchinson
Dear Chloe
Thank you so  much for attending our CMHT meeting today to present the results of your audit. 
W e found it m ost interesting, a s  I am sure the two representatives from the Audit Department 
who also attended did, and appreciate the amount of time and effort that you put into it. It will 
certainly provide us with food for thought, and I am sure there will be a great deal of discussion  
in the w eeks ahead when w e have all had the chance to read and digest the whole report.
O nce again many thanks.
Yours sincerely
Team Adminsitrator
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Major Research Project
A Study of the Relationship between Metacognitions and 
Dissociation in Combat Stress Veterans
Major Research Project
Year 3
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Abstract
Title: A study of the relationship between metacognitive beliefs and thought control 
strategies, and symptoms of dissociation in combat stress veterans.
Objective: The main aims of the study were to investigate the hypothesis that 
perseverative metacognitive processes mediate the relationship between anxiety and 
dissociation, and have an impact on post-traumatic stress disorder.
Design: A cross-sectional questionnaire design was employed to achieve these aims.
Setting and participants: 107 pariticipants were recruited from a combat stress 
mental welfare charity. Visitors at the centre and postal members were approached 
and invited to volunteer to take part in the study.
Main Outcome Measures: Measures of metacognition included the Metacognitions 
Questionnaire and the Thought Control Questionnaire, and outcome measures 
included the Dissociative Experiences Scale (II), the State-Trait Anxiety Inventory 
and the Impact of Events Scale -  Revised version.
Results: Standard multiple regression revealed a pattern of metacognitive beliefs and 
thought control strategies associated with dissociation independently of anxiety and 
other variables. These included beliefs about the danger and uncontrollability of 
thoughts, low cognitive confidence, and use of punishment and re-appraisal as thought 
control strategies.
Conclusions While these fail to replicate previous findings about the role of worry in 
psychopathology, they do support a role for self-focused perseverative metacognitive 
processing in maintaining symptoms of dissociation.
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Introduction
Overview
The following introduction aims to review the existing literature on trauma, 
dissociation and metacognitive theory, and assess the rationale for investigating their 
inter-relationships. It explores definitions and explanations of dissociation, with a 
focus on more recent cognitive explanations of post-trauma reactions and dissociation. 
Metacognitive theory is introduced as an adjunct to cognitive explanations of 
psychological disorder and the empirical evidence is examined. The case for 
extending this research base to the investigation of the relationship between 
metacognitions and dissociation is proposed. The aims and hypotheses of the current 
study, and the means of investigation are then outlined.
Definitions of Dissociation
Dissociation is a term used widely to describe both benign everyday experiences like 
day dreaming or being unable to consciously recall an automatically performed action 
(like driving) and also as a distressing symptom in various psychological disorders. It 
is central to the DSM-IV category of dissociative disorders, which includes 
dissociative identity disorder, dissociative fugue, dissociative amnesia, 
depersonalization disorder and dissociative disorder not otherwise specified 
(American Psychiatric Association, APA, 1994). At the core of these disorders are 
changes in consciousness influencing identity and memory. Dissociation is also part of 
the DSM-IV criteria sets for Acute Stress Disorder (ASD) and Post Traumatic Stress 
Disorder (PTSD), and is sometimes associated with other disorders, especially those 
where trauma is speculated to play a role in aetiology, for example borderline 
personality disorder.
Dissociation has always been an umbrella term for a constellation of symptoms. 
Despite its importance in the development and maintenance of numerous 
psychological disorders the term remains ‘one of the most loosely defined and poorly 
understood in the behavioural sciences’ (Brown, 2002). DSM-IV describes 
dissociation as a ‘loss of integration’ between consciousness, perception, memory 
and/or identity (APA, 1994). Gardena (1994) suggests that varying definitions exist.
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containing at least 15 different phenomena. The term dissociation is generally used to 
imply a division in awareness (Spiegel, 1990) in which two or more mental processes 
are not properly integrated (Cardena, 1994) and experience is compartmentalised (van 
der Kolk, van der Hart & Marmar, 1996). While many phenomena are clustered under 
this umbrella term, most authors agree that at its heart lie depersonalisation (feeling 
detached from one’s mind or body), derealisation (experiencing the world as unreal) 
and amnesia (memory lapses) (Steinberg, 1995). Other less-agreed on symptoms in 
the spectrum include identity confusion and alteration, emotional numbing, absorption 
and disengagement or ‘spacing out’ (Gurshuny & Thayer, 1999).
Brown (2002) suggests that descriptive classification systems mask the existence of 
two types of dissociative processes operating in different conditions. He suggests 
Type 1 dissociation involves separation of mental material from conscious awareness, 
and is central in hysterical conversion disorders (e.g. paralysis) and dissociative 
identity disorder. Brown’s Type 2 dissociation involves alterations in consciousness 
manifesting in experiences of separateness from the world, including the phenomena 
of depersonalisation, derealisation, and peritraumatic dissociation. It is this form of 
dissociation that is the subject of the current research. Cardena and Spiegel (1993) 
classify posttrauma dissociative symptoms into three groups: Detachment from others 
and the physical environment, alterations in perception, and impairments in memory. 
The most widely used measure of dissociation is the DES, which assesses a range of 
these symptoms and has good convergent and predictive validity (van Ijzendoom & 
Schuengel, 1996).
Psychological mechanisms in dissociation
Dissociation has been described as a reaction to trauma for over a century (e.g. Janet, 
1889, as cited in van der Kolk & van der Hart, 1989). It is still conceived as an 
important component of posttraumatic stress (Foa and Riggs, 1995) and is closely 
associated with traumatic experiences (Carlson & Rosser-Hogan, 1991; Gurshuny and 
Thayer, 1999; van der Kolk, 1987). Janet coined the term dissociation as the primary 
process an individual uses to cope with trauma, and referred to a lack of connection 
between aspects of memory or conscious awareness during and following stress. Janet 
viewed dissociation as a passive process resulting from a lack of ‘binding energy’ due
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to trauma and/or inherited factors. He thought the experience of extreme emotions 
could act to narrow attention and disorganise the integrative functions of 
consciousness, so that these experiences and affects are not integrated into memory or 
the person’s identity, and remain as an unconscious complex. Even before this Breuer 
and Freud had conceptualised emotional detachment as a defence against 
overwhelming emotions (1885, as cited in van der Kolk & van der Hart, 1989), and 
recognised that its persistence prevented emotional processing and led to 
psychopathology (van der Kolk et al., 1996). Unlike Janet, Freud conceptualised 
dissociation as an active defence mechanism, in which thoughts and memories that 
threaten the integrity of the ego were wilfully split off from consciousness. In a 
psychoanalytic framework this is perceived as purposeful although not necessarily 
conscious. The active/passive debate is still ongoing, although some now consider that 
the most accurate representation of dissociation probably includes both purposeful and 
non-purposeful processes (Cardena, 1994). The current research aims to identify 
cognitive correlates of dissociation. While this will not necessarily solve this debate, it 
may provide mental structures that mediate the process.
Biological mechanisms in dissociation
Foa and Riggs (1993) suggest processes like emotional numbing may be biological in 
nature, resembling freezing responses in animals. Research which finds that patients 
can experience symptoms of depersonalisation and emotional numbing following 
limbic disconnection syndromes supports this (e.g. Sierra and Berrios, 1998). These 
authors propose a neurobiological explanation of depersonalisation, a feature of 
dissociation and a diagnostic category in its own right, in which the medial prefrontal 
cortex inhibits emotional processing in limbic structures once a threshold of anxiety 
has been passed. They suggest the lack of emotional processing contributes to feelings 
of unreality, and also that the medial prefrontal cortex has a role in the conscious 
experience of emotions. Foa and Riggs suggest, however, that a protective shutting- 
down of the affective system is likely to run parallel to or follow failed effortful 
attempts to protect the system, regulated by strategic psychological processes enacted 
to avoid arousal. Dissociation, according to this account, may reflect a cognitive and 
emotional fight/flight reaction where a physical fight/flight may not be possible 
because of an inescapable trauma. Alterations in consciousness may protect the
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individual from the full impact of the trauma. Roth and Argyle (1988) also propose 
that dissociation of emotion together with hyperarousal enhances survival chances in 
extreme danger, and is therefore an adaptive evolutionary mechanism.
Research has supported the idea that dissociation is a response to extreme anxiety 
(Van der Kolk and van der Hart, 1989), and has found that high arousal predicts the 
dissociative response of emotional numbing (Foa and Riggs, 1995, Litz, 1992). 
Dissociation is also commonly reported during panic attacks (Krystal, Woods, Hill 
and Chamey, 1991). In a study of skydivers in states of hyperarousal, Sterlini and 
Bryant (2002) found that anxiety and arousal, rather than trait dissociation, predicted 
peritraumatic dissociation. It is likely, however, that proneness to dissociation lies on 
a continuum (Kihlstrom, Glisky & Angiulo, 1994), and individual differences may be 
associated with differences in trauma history, arousal levels, personality factors, 
cognitive style and coping resources. Nevertheless, the mechanism mediating the 
immediate link between arousal and dissociation is still unclear and deserves further 
attention.
Dissociation prevents processing of and adaptation to trauma
Foa and Kozak (1986) suggest that the processes involved in dissociation (e.g. 
emotional numbing, avoidance) prevent the activation of associative fear networks in 
which external triggers, physiological responses and meaning are connected. This 
protects the individual from repeated distress, but also prevents processing that would 
lead to extinction of triggers and fragmentation of the fear structure, thus prolonging 
maladaptive responses to trauma. Similarly Cardena and Spiegel (1993) suggest 
dissociation is a control strategy that reduces the emotional impact of trauma-related 
stimuli by distancing the individual from experiences. The role of peritraumatic and 
persistent dissociation in the development of PTSD has been established (Ehlers, 
Mayou & Bryant, 1999; Murray, Ehlers and Mayou, 2002; Tichenor et al. 1996). 
Harvey and Bryant (1998) found dissociative symptoms predicted PTSD development 
in accident survivors, particularly numbing. Koopman, Classen and Spiegel (1994) 
found dissociative symptoms immediately after a natural disaster more predictive of 
later PTSD than anxiety and loss of personal autonomy. Murray et al. (2002) propose 
dissociation may predict later PTSD by leaving gaps in the trauma memory that leads
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to easy triggering of re-experiencing and hyperarousal symptoms because of strong 
stimulus-response relationships. Foa and Kozak (1986) suggest symptom structures 
must be activated for emotional healing to take place. Gurshuny and Thayer suggest 
dissociation prevents the activation of these structures and thus cognitive and 
emotional processing (1999). While cognitive treatments for PTSD are well 
established (e.g. Clark and Ehlers 2000), and are the treatments of choice (NICE, 
2005), there has been far less success in establishing theory-led treatments for 
dissociation. Considering the important role dissociation plays in prolonging post­
trauma reactions and in the development of PTSD the development of successful 
treatments would be useful for early interventions post trauma.
Cognitive explanations of PTSD
PTSD is categorised as an anxiety disorder by DSM-IV (APA, 1994). The symptoms 
of PTSD include hyperarousal, re-experiencing of the traumatic event, and cognitive 
and behavioural avoidance of stimuli, emotions and thoughts associated with the event 
(Ehlers & Clark, 2004). Cognitive approaches to conceptualising and treating anxiety 
disorders are well supported by research (Roth and Fonagy, 1996). Features of the 
cognitive model that cross disorders are negative appraisals of events, cognitive 
biases, avoidance and safety behaviours, and feedback between cognition, symptoms 
and behaviour (Wells, 1997). A central tenet of cognitive models is that underlying 
distortions in beliefs and assumptions (e.g. T am a failure’) introduce biases in 
information processing (e.g. overgeneralizing) and interpretation of events (e.g. 
negative thoughts in consciousness). These negative thoughts generate affect and 
prompt behaviours and cognitive strategies aimed at reducing the affect and removing 
the threat (e.g. avoidance of worrying thoughts or dangerous situations). Safety 
behaviours are counterproductive as they prevent opportunities for disconfirming the 
thought by reality testing, and thus serve to maintain the dysfunctional thoughts and 
beliefs central to the disorder (Salkovskis, 1991). Cognitive distortions in anxiety 
disorders take the form of overestimation of danger and underestimation of ability to 
cope (Beck, Emery and Greenberg, 1985).
In the case of PTSD, Ehlers and Clark (2000) propose this disorder persists when an 
individual processes the traumatic event in a way that creates a sense of current threat.
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They identify two processes contributing to this: negative appraisal of the trauma and 
its sequelae (e.g. symptoms and thoughts or others reactions), and the poorly 
elaborated nature of the trauma memory. Unhelpful behavioural and cognitive 
strategies (e.g. avoidance of thoughts or situations) aimed to reduce anxiety and threat 
(created by the negative appraisals) in the immediate term prevent modification of the 
negative appraisals and trauma memory, thus maintaining the disorder. Poorly 
organised and elaborated memories for the trauma give intrusions a ‘here and now’ 
quality, prevent intentional recall and maintain strong stimulus-stimulus and stimulus- 
response connections making triggers for re-experiencing more likely (Ehlers and 
Clark, 2000). These contribute to maintaining the disorder.
Ehlers and Clark (2000) support suggestions that peritraumatic dissociation and 
processes like emotional numbing may contribute to the fragmentation of trauma 
memories, lack of conceptual processing and lack of self-referential encoding that 
maintain symptoms of PTSD (e.g. Foa and Hearst-Ikeda, 1996 as cited in Ehlers and 
Clark 2000; van der Kolk & Fisler, 1995). Ehlers and Clark suggest that in order to 
put trauma memories in the past treatment needs to facilitate elaboration and 
contextualisation of the trauma memory and modify negative appraisals. They 
emphasise the need to extinguish dysfunctional cognitive and behavioural strategies to 
do this. Research has supported the model by confirming the importance of cognitive 
factors and dysfunctional safety behaviours (e.g. behavioural avoidance of cues and 
thought suppression) in the maintenance of PTSD (e.g. Dunmore, Clark & Ehlers, 
1999). There has been less research on cognitive mechanisms in dissociation, and 
fewer treatments developed for this process which can itself cause distress (Kennerley, 
1996) and contributes to the development and maintenance of PTSD.
Cognitive explanations of dissociation
Recently there has been interest in cognitive processes in dissociation (e.g. Brown,
2002), although they are still poorly understood (Freyd and DePrince, 2001). As Freyd 
et al. (1998) point out the fundamental cognitive processes of memory and attention 
are likely to be involved in dissociation considering such experiences include losing 
track of one’s location, place in time, identity or a lack of integration of 
consciousness. In their study of selective attention using the stroop task they found
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that high dissociators showed greater stroop interference than low dissociators, which 
they suggest reflects disruptions of consciously controlled selective attention in 
dissociation ie they are at a disadvantage in tasks of selective attention. DePrince and 
Freyd (1999) found high dissociators were at an advantage in tasks of divided 
attention. Together Freyd and DePrince (2001) interpret these results as showing that 
dissociation is associated with specific memory and attentional biases which may 
enable dissociators to keep threatening stimuli out of awareness. They suggest this 
may have adaptive and maladaptive qualities. Kennerley also takes the view that 
dissociation, while often involuntary, can also be a state that individuals want and try 
to achieve. Brown also suggests Type 2 dissociation reflects a basic alteration in 
cognitive processing, which may result from top-down inhibition of emotional 
processing.
Recent research has found a positive correlation between suppression (a control 
strategy defined as dysfunctional and contributing to maintenance of psychological 
disorder according to cognitive models e.g. Wells 2000) and dissociation (Muris & 
Merckelbach, 1997; Van den Hout, Merckelbach and Pool, 1996). Muris and 
Merkerlbach suggest that dissociation might be a consequence of suppression. 
Dissociation is often seen as an automatic process, whereas suppression, like some 
other metacognitive processes, is regarded as conscious, and has been defined as 
‘avoiding thinking about disturbing problems, wishes, feelings or experiences’ (APA, 
1994). Research on thought suppression shows that it leads to paradoxical increases in 
intrusive thoughts (Wegner, Schneider, Carter and White, 1987) and some suggest a 
central role for thought suppression in the aetiology and maintenance of anxiety 
disorders in general and also PTSD (e.g. Davies and Clark, 1998, Shiperd and Beck,
1999). Van den Hout et al. (1996) found that the relationship between self-reported 
trauma and the tendency to dissociate disappeared when suppression, as measured by 
the White Bear Suppression Inventory (WBSI; Wegner & Zanakos, 1994) was 
controlled for, and suggested that dissociation may result from ‘strategic/wilful efforts 
to forget rather than from trauma-induced aberrations in automatic processing’.
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Cognitive interventions for dissociation
The success of Cognitive Behavioural Therapy (CBT) for psychological disorders has 
led to attempts to develop cognitive treatments for dissociation. Kennerley (1996) 
describes a cognitive-behavioural intervention for dissociative symptoms that targets 
triggers for dissociation and the content of dissociative episodes, where this is 
discernable e.g. in the case of flashbacks. In managing trigger events (e.g. mood 
changes or external events) she suggests programmes of exposure to triggers, using 
grounding skills to bring the patient back to reality. She also recommends cognitive 
restructuring of the content of thoughts that serve as triggers for dissociation, like ‘all 
men are rapists’. Kennerley acknowledges that appraisals of internal events as well as 
external events can serve as triggers, for example perceiving rising tension as 
dangerous. She makes little reference, however, to negative appraisals of thoughts and 
their dangerousness or meaning, and of thought processes themselves.
Cognitive behavioural approaches to depersonalisation disorder (DPD) have also been 
developed recently (Hunter et al., 2003). DPD is classified as a dissociative disorder in 
DSM-IV despite support for its conceptualisation as an anxiety disorder. Hunter et al. 
suggest DPD patients show a paradoxical autonomic response to stimuli that normally 
trigger anxiety, and link this to dissociative responses. They suggest that, similar to 
cognitive models of panic disorder and health anxiety, catastrophic misinterpretation 
of symptoms is core to this disorder in triggering negative cycles in which anxiety 
about the meaning of the symptoms (or thoughts) adds to the initial anxiety. This also 
occurs in PTSD (Dunmore et al., 1999). They suggest that distorted beliefs about 
symptoms reduce the threshold for threat perception, exacerbates existing anxiety and 
prompts the use of counterproductive ‘safety behaviours’. Hunter et al. outline a CBT 
treatment based on this model which includes reducing avoidance and self-focused 
attention (through grounding techniques, attentional training and task-concentration 
training), and challenging catastrophic assumptions.
These cognitive treatments for dissociative symptoms need validation by controlled 
treatment trials and research which can identify dysfunctional cognitions in 
dissociation. Some support for cognitive interventions for dissociative symptoms 
comes from a trial of CBT for individuals with a diagnosis of dissociative seizures.
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which found it effective in reducing the frequency of seizures by 50% in 13 of 16 
participants (Goldstein et ah 2004).
The problems with Cognitive Theories
Cognitive theories of anxiety disorders assign interpretation of events a central role in 
maintaining dysfunction. Wells (2000) has argued that schema theory and cognitive 
therapies concentrate on the content of cognition (beliefs), as declarative statements, 
and fail to link beliefs with the functioning of the information processing system, 
neglecting the multiple levels of cognition including control of cognition and 
attention. Wells (1997) suggests that in disorders like GAD and OCD it is the 
appraisal of cognitive processes and response to them, rather than the content of 
cognitions, that differentiates these patients from non-clinical samples. Teasdale and 
Barnard (1993) further argue for interacting levels of cognitions in their model of 
Interacting Cognitive Subsystems (ICS), drawing support from evidence that negative 
cognitions are only raised during periods of depression or anxiety, thus may be a 
consequence rather than a cause of emotional disorder. Wells suggests that while a 
useful contribution of schema theory is the concept of the influence of knowledge 
stored in long-term memory (LTM) on the content and nature of information 
processing, it would benefit from links that explain how self-knowledge translates into 
self-regulation, and by conceptualising this self-knowledge as more dynamic and fluid 
and less as declarative statements (T am worthless’). Theories of metacognition 
attempt to make these links, focusing on beliefs about thinking and strategies for 
controlling attention and thinking.
Metacognition
Metacognition is defined as any cognitive process or knowledge involved in control, 
appraisal and monitoring of cognition ((Flavell, 1979, as cited in Wells, 2000). Wells 
distinguishes between metacognitive knowledge and metacognitive regulation. 
Metacognitive knowledge is the information and beliefs people have about their own 
cognition and strategies that effect it, stored in LTM. These can be explicit e.g. beliefs 
that thoughts must be controlled, or implicit e.g. rules or plans that guide processing 
that are non-consciousness. Metacognitive regulation encompasses executive
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functioning and control strategies such as allocation of attention, monitoring, 
checking, planning and error detection (Wells, 2000).
The S-REF model and levels of processing
Wells and Matthews (1994) developed the self-regulatory executive functioning 
model (S-REF) to expand the levels of processing and cognitive factors interacting in 
emotional disorders. The first is a low level of automatic processing of internal and 
external stimuli which is rapid, does not need attention, and occurs outside 
consciousness (but may enter into consciousness), for example the actions needed to 
drive a car. The second level involves controlled processing and regulation of 
behaviour and thought, which is attentionally demanding and amenable to 
consciousness, although individuals may deny awareness of these processes initially. 
Wells and Matthews suggest a third higher level of stored beliefs in LTM which guide 
the content and activities of controlled processing and behaviour. For example one 
person may appraise the existence of a thought about danger as a sign they are 
worried, another may appraise it as a sign of real danger, based on beliefs held about 
thoughts and thought processes. Each appraisal will lead to different control strategies, 
allocation of attention and behavioural responses executed through the controlled 
processing. Feedback occurs in both directions between levels in the model.
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Figure 1 : The Wells and Matthews (1994) Self-Regulatory Executive Function (S- 
REF) Model (adapted from Wells and Matthews, 1994)
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The S-REF Model and emotional disorders
Wells suggests a particular perseverative S-REF configuration is prominent in 
emotional disorders. This consists of dysfunctional self-relevant beliefs (e.g. about the 
danger of thoughts or thought processes) at the highest level and maladaptive 
processes at the level of controlled processing, causing heightened self-focused 
attention. This is accompanied by self-referent processing (e.g. worry or rumination), 
heightened threat monitoring (i.e. appraising internal and external stimuli related to 
dysfunctional beliefs) and counterproductive coping strategies to regulate distress (e.g. 
thought suppression). Dysfunctional beliefs (e.g. regarding mental control or use of
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unhelpful coping strategies) can lead to activating maladaptive controlled processing 
plans (e.g. strategy selection or threat monitoring) which prevent belief modification. 
This configuration is thus perseverative, and selectively focuses attention on the self 
and on threat-information related to the beliefs, and takes attention away from 
processing new information that might update beliefs. Dysfunctional beliefs are 
confirmed and the maladaptive configuration maintained. Wells and Matthews suggest 
any processing that involves controlling thoughts (e.g. rumination, thought 
suppression and avoidance or worry) does this. For example, attempts to suppress 
thoughts for fear of ‘going mad’, due to a belief that thoughts are dangerous, will be 
reinforced by the non-occurrence of ‘going mad’, which may then be attributed to this 
thought control strategy, preserving the beliefs and the processing plans they activate. 
Thought control thus does not allow for natural habituation to thoughts or flexibility in 
the processing system.
Wells and Matthews (1994) argue that declarative beliefs associated with 
psychological disorders may function as blueprints for processing plans that guide 
attention and coping strategies, and are also available as declarative statements to 
guide data interpretation. Wells suggests declarative beliefs like ‘I am a failure’ may 
be stored in ‘procedural form’, and are outputs of running particular S-REF processes, 
thus the ‘belief is just a marker for a set of processing operations which repeatedly 
generate this piece of self-knowledge through their selection of attention, appraisal 
and assimilation of information to create meaning. They suggest this helps explain 
why belief strength varies in individuals e.g. a spider phobic believes he is in danger 
when confronted with a spider, but knows this is irrational when away from the spider. 
They suggest this is because the processing plan is activated when confronted with 
this spider. They suggest that Cognitive therapy can be viewed as assimilating a new 
plan (i.e. modifying the blueprint) to guide appraisals and processing when confronted 
with threat. Wells suggests that modifying the declarative belief alone may only be 
partially effective if the processing routine keeps generating patterns of appraisal and 
attention that generate dysfunctional knowledge. He suggest features of the processing 
system have to be directly targeted, otherwise when the spider phobic confronts a 
spider again dysfunctional processes of selective attention, appraisal and safety 
behaviours may override the new reappraisal. Acquiring new skills of processing may
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involve modifying attention, increasing control over processing, and developing 
alternative processing routines.
Evidence for the S-REF model
This model and the role of metacognitive beliefs and strategies in emotional disorders 
have empirical support. Much of this comes from studies using the Metacognitions 
Questionnaire (MCQ; Cartwright-Hatton & Wells, 1997), a 65-item questionnaire 
designed to measure metacognitive beliefs, cognitive confidence and cognitive self- 
consciousness (attention to mental events). The item pool was originally generated 
from semi-structured interviews with undergraduates and from transcripts of cognitive 
therapy with patients with GAD, OCD, hypochondriasis and panic disorder. 
Cartwright-Hatton and Wells revealed five factors measuring the following 
dimensions of metacognition: l)positive beliefs about worry (e.g. ‘worrying helps me 
cope’), 2)negative beliefs about the danger and uncontrollability of thoughts (e.g. ‘I 
worry about my thoughts’), 3)cognitive confidence (e.g. ‘I have a poor memory’), 
4)negative beliefs about thoughts in general (e.g. ‘some thoughts will always need to 
be controlled’), 5)cognitive self-consciousness (e.g. ‘I am constantly aware of my 
thinking’). Another popular measure of metacognition is the Thought Control 
Questionnaire, developed by Wells and Davies (1994) to measure thought control 
strategies. Their factor analysis found 5 significant subscales: distraction, social 
control, worry, punishment and reappraisal. The worry scale only correlated modestly 
with symptomatic worry supporting the construct as a thought control strategy rather 
than a symptom of anxiety.
Predictions o f the S-REF
The model predicts that any belief or processing plan that diverts attention away from 
processing new information that might update the system i.e. is perseverative, will be 
associated with psychological disorder. This includes strategies that increase threat 
monitoring, negative rumination or self-reproach regarding one’s own cognition. It 
also includes any strategies aimed at reducing negative affect that themselves produce 
negative affect. For example, a response to a fearful thought may be to worry about 
the thought. Although sometimes a helpful problem solving strategy, this can also be 
perseverative, as the increased anxiety generated by worrying further triggers the
161
Major Research Project
selection of worry as a strategy for dealing with unpleasant thoughts. Therefore the 
model predicts that worse symptoms will be associated with beliefs that worry is a 
helpful way of coping, as this makes its selection more inflexible. In terms of the 
MCQ and TCQ the model also predicts that beliefs about thoughts as dangerous and 
uncontrollable will be associated with greater psychopathology, as these will generate 
anxiety, increase threat monitoring, and encourage counterproductive thought control, 
such as suppression. It is also likely that symptom severity is associated with lower 
cognitive confidence (anxiety generating and encourages self-focus), cognitive self- 
consciousness (self-focus and threat monitoring) and general negative beliefs about 
thoughts, the responsibility associated with them and the need to control them). It 
predicts that strategies that are not self-focused will be negatively associated with 
symptoms e.g. the social control and distraction subscales of the TCQ.
Studies have found significant relationships between metacognitive beliefs and control 
strategies and symptom severity in Generalised Anxiety Disorder (GAD; Wells and 
Carter, 2001), patients with panic, hallucinations and delusions (Morrison and Wells, 
2003), Obsessive Compulsive Disorder (OCD; Wells and Papageorgiou, 1998a), test- 
anxiety (Matthew, Hillyard & Campbell, 1999) and hyperchondriasis (Bouman and 
Meijer, 1999) compared to controls. Models for some of these disorders have 
explicitly incorporated metacognitive elements into treatment approaches (e.g. GAD, 
Wells, 1997) whereas others have metacognitive features implicit in them e.g. the 
thought-action fusion model of OCD (Shafran, Thordarson and Rachman, 1996).
GAD
In a study of metacognitions in GAD Wells and Carter found that positive beliefs 
about worry and negative beliefs about the danger and uncontrollability of thoughts 
were elevated in this group (2001) compared to control groups of social phobia, panic 
disorder and nonpatients. Wells and Davies (1994) also found that TCQ subscales 
worry and punishment (self-reprisal for having a thought) were positively associated 
with pathological worry, neuroticism and introversion. Wells’ cognitive model of 
worry in GAD emphasises the role of metacognitions. Wells distinguishes between 
worry about non-cognitive events (external and internal) and worry about thought 
processes, which he calls meta-worry. He suggests negative beliefs about worry
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intensify anxiety, and positive beliefs about worry encourage use of worry as a coping 
strategy when anxiety is generated. This exacerbates anxiety and threat monitoring 
and is therefore counterproductive and perseverative. Treatment according to this 
model focuses on challenging beliefs about thought processes rather than external 
danger. Wells suggest this treatment may be relevant to other disorders, especially 
OCD, because of common processing patterns (2000).
OCD
Wells and Matthews (1994) suggest that metacognitive beliefs concerning the danger 
and uncontrollability of intrusive thoughts and responsibility for thoughts needs to be 
given consideration in treatment of OCD. Wells suggests that responsibility for 
thoughts, a central feature of the cognitive model of OCD (Salkovskis, 1985) emerges 
from metacognitive beliefs about the importance and the negative consequences of 
thoughts (1997). Using the MCQ Wells and Papageorgiou (1998a) found negative 
beliefs about thoughts were positively associated with washing rituals, while MCQ 
positive beliefs about worry were associated with obsessional checking (as measured 
by the Padua Inventory, Sanavio, 1988). Both positive and negative beliefs about 
worry were associated with pathological worry (as measured by the Penn State Worry 
Questionnaire; Meyer, Miller, Metzger & Borkovec, 1990). Both types of OCD were 
associated with low cognitive confidence, although this disappeared when worry was 
controlled for, suggesting worry may mediate other metacognitive factors. They 
suggest that positive and negative beliefs about worry may be general vulnerability 
factors for psychological disorders, and also that specific patterns of MCQ beliefs may 
be associated with particular tendencies.
Hallucinations research
Baker and Morrison (1998) compared hallucinating and non-hallucinating patients 
with schizophrenia and a non-clinical sample. Hallucinators scored significantly 
higher on all MCQ subscales than other groups apart from cognitive self- 
consciousness. Non-hallucinating patients scored higher than controls. The only 
subscale associated with the tendency to misattribute internal events to external was 
uncontrollability and danger, and they concluded that this scale may have a role in the 
development and maintenance of hallucinations. Morrison and Wells (2003) replicated
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these results. They found voice-hearers scored significantly higher than at least two of 
three other groups (non-voice-hearing psychotic patients, patients with panic disorder, 
and non-patient controls) on MCQ Positive beliefs about worry, negative beliefs about 
uncontrollability and danger, cognitive confidence, and negative beliefs about 
superstition, punishment and responsibility. They also scored higher than non-patients 
on self-consciousness.
The relationship of metacognitions to hallucinations appears to be less clear than with 
anxiety disorders. Lobban, Haddock, Kinderman and Wells (2002) also predicted 
positive associations between hallucinations and metacognitions, underpinned 
theoretically by models suggesting that hallucinators have ‘top-down’ expectations 
about what is likely to occur which influence information processing, and can make 
non-hallucinators hallucinate (Jakes and Hemsley, 1986). Lobban et al. added three 
subscales to the MCQ measuring beliefs about thought consistency, how normal 
intrusive thoughts are, and the experience of having unwanted thoughts. Controlling 
for anxiety and depression they found no differences between hallucinators and non 
hallucinators on any of the original MCQ subscales apart from hallucinators having 
lower cognitive confidence. This was despite finding significant results before 
controlling for anxiety and depression. Hallucinators scored higher than anxiety 
controls on only one of the added scales: the importance of consistency of thoughts. 
Their study highlighted the importance of controlling for anxiety in metacognition 
studies. Other studies of metacognitions and hallucinations have failed to do this. In 
their original study of the MCQ Cartwright-Hatton and Wells (1997) found high 
correlations between MCQ subscales and Trait Anxiety (as measured by the State- 
Trait Anxiety Inventory; Speilberger et al., 1983). They did, however, find that MCQ 
subscales positive beliefs about worry, beliefs about the uncontrollability and danger 
of thoughts and cognitive confidence were associated with worry and intrusions even 
after controlling for trait anxiety. These same scales also correlated with the Padua 
Impaired Control of Mental Activities subscale independently of anxiety, and Positive 
beliefs about worry and cognitive confidence correlated with Padua Checking. This 
suggests that metacognitions may be a general vulnerability factor in anxiety 
disorders, despite their uncertain relationship to hallucinations.
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The S-REF and reactions to trauma
Network models of fear suggest a fear structure is modified with exposure and 
habituation (a goal of reliving in CBT for PTSD). This enables new information to be 
automatically encoded into the fear structure, modifying the memory of the feared 
stimuli and associated behavioural response, and incorporating information about 
decreased arousal with the memory (e.g. Foa and Kozak, 1986).Wells suggests 
metacognitions can prevent incorporation of new information into a fear structure. He 
suggests strategy-driven processing is missing from the network models of emotional 
processing, which focus on automatic activation spreading through networks. Wells 
suggests that repeated trauma may lead to maladaption in lower levels of processing 
through establishing strong stimulus-response connections leading to strong arousal 
responses independently of higher-level processing. He suggests, however, that 
maladaption can also occur at the belief level or the level of controlled processing, 
where attentional strategies and selection of coping responses can interefere with 
restructuring of negative information in memory e.g. hypervigilance for threat or 
unhelpful rumination, and thus prolong stress responses. Michembaum likens the 
ongoing hyper-arousal in trauma reactions to a fire alarm that is triggered by trauma 
and then continues ringing after the danger is over (1994). Dissociation may be a 
learnt response to arousal that is therefore frequently triggered and prevents 
habituation.
Wells suggests a central goal of the S-REF system after experiencing a trauma that is 
beyond personal control is to generate a plan for processing, interpreting and coping 
with subsequent threat i.e. controlling cognition (2000). Dysfunctional control plans 
can pre-date the trauma, develop during the trauma, when unusual demands are placed 
on the system, or after the trauma. Factors that restrict the information flow into the 
system prevent the generation of a new plan that facilitates emotional processing (e.g. 
running mental simulations of events using intrusive thoughts). These include 
perseverative thinking (e.g. worry), negative appraisal of symptoms, threat monitoring 
and other factors that prevent running mental simulations due to their attentional 
demands. Wells and Matthews suggest that after trauma the most functional 
metacognitive strategies are those which allow the traumatic material to decay in its
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own right, and that any perseverative or consciously controlled processing of the 
material or the intrusions may impede this. There is empirical support for this view.
Experimental evidence
Borkovec and Inz (1990) experimentally manipulated metacognitive strategies used to 
deal with a stressful film. They found that participants who were instructed to worry 
in verbal form following a distressing film reported significantly more film-related 
intrusions than groups instructed to either settle down or image the events in the film. 
Wells and Papageorgiou (1995) extended this design to differentiate between a group 
that was instructed to worry specifically about the film, and a group that was 
instructed to worry about other things. This aimed to assess the different effects of 
worry that depleted attentional resources for processing, and worry that increased the 
focus on threat. They also included a distraction group, an imaging group and a 
‘settling down’ group. They suggested that worry not only blocks emotional 
processing but tags material as threat related, thus increasing the range of triggers 
(through generalisation) for retrieval and intrusions. They predicted that intrusions 
after the film would be greatest in a group instructed to worry about the film (reducing 
emotional processing and increasing threat-cues), then in a group instructed to worry 
about usual things (blocking processing but not tagging material as threatening), 
followed by distraction (blocking processing but not increasing threat cues), then 
imaging the threat-related material (which would allow processing but would tag 
material), and the fewest intrusions would be experienced by the settle down group.
The order of symptom severity in this study fitted the predictions, although the only 
significant difference was that the film worry group experienced significantly more 
intrusions than the control group. They suggest that images are important for 
processing threat-related information, and that verbal worry may not be the central 
moderating factor in subsequent intrusions, but rather the amount of attention devoted 
to imagery, and that worry may take attention away from this or other functional 
processing strategies. The importance of processing images is supported by Brewin’s 
dual-processing theory of trauma (2001), which suggests that trauma memories need 
further sensory and emotional processing before they can be stored verbally and 
integrated with autobiographical memory, which reduces intrusions. This further
166
Major Research Project
suggests that thought control strategies that divert attention away from sensory 
processing, or enforce verbal worry, may reduce emotional processing and sustain 
stress responses. This has in fact been demonstrated in studies of metacognition and 
PTSD.
Studies of metacognition and PTSD
Warda and Bryant (1998) found that use of worry and punishment as thought control 
strategies was significantly greater in Road Traffic Accident survivors diagnosed with 
Acute Stress Disorder compared to those without. In support of this Reynolds and 
Wells (1999) found that recovery from depression and/or PTSD was positively 
associated with use of distraction and reappraisal, and negatively with self-punishment 
or worry. This result was replicated by Holeva, Tarrier and Wells (2001), who found 
worry and punishment were positively associated with immediate Acute Stress 
Disorder and later PTSD following road traffic accidents), while distraction and social 
control were negatively associated. Joseph, Williams and Yule (1997) suggest that in 
PTSD individuals avoid memories and emotions by using ‘voluntary, ruminative 
worry thoughts directed at problem solving and the avoidance of emotive imagery’.
A role for metacognitions in dissociation?
The S-REF model and metacognition appear pertinent to the problems of dissociation, 
in which dynamic processing patterns, rather than static declarative beliefs, are 
fundamental. The S-REF model highlights that dysfunction can exist at the level of 
procedural plans rather than declarative beliefs, and that these may be partly conscious 
and therefore easily treatable. The S-REF model suggests not only that metacognitions 
are a vulnerability factor for psychological disorder generally, but specifically in 
disorders marked by ‘disturbances in the regulation of thinking’ (Morrison and Wells,
2003). The literature makes frequent references to the attentional and integrative 
disruptions in dissociation.
It is also relevant that S-REF goals are to reduce personally significant threat by 
developing coping strategies and/or modification of unrealistic negative beliefs. The 
S-REF model predicts that symptoms develop from interactions between processing 
levels. In the case of dissociation it may be that uncontrollable stresses during
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inescapable trauma lead to strong and automatic stimulus-response associations that 
are difficult to modify. This low-level processing may generate particular response 
patterns, as it generates feedback to higher levels. Response patterns may perseverate 
if they divert attentional resources, increase threat monitoring, or actively avoid 
thoughts. Dysfunctional thought control may occur, for example, as a result of beliefs 
that thoughts are dangerous to the system, or cause unpleasant emotions, or beliefs 
about the positive benefit of maladaptive coping strategies. This may block emotional 
processing by increasing arousal and intrusions (reinforcing the need for thought 
control), increasing hypervigilance for threat, and diverting attention away from more 
adaptive processing (for example blocking access of trauma memories in imaginai 
form). Thus maladaptive S-REF functioning would prevent lower-level pathways 
from decaying, maintain strong stimulus-response relationships, and prevent the flow 
of information to update fear networks.
Clinical Implications
Identification of metacognitions associated with dissociation, that are available to 
conscious awareness, could have implications for treatment of dissociative symptoms 
through restructuring beliefs about thoughts and thought processes (rather than beliefs 
about external danger) and retraining strategies for thought control, using standard 
cognitive techniques. For example, treatment of dysfunctional cognitions in GAD uses 
behavioural experiments (e.g. testing the effects of thought suppression), thought 
challenging and assessment of thinking errors. Wells suggests two general strategies 
to facilitate emotional processing: blocking worry-based and other self-focused 
processing to free up attention and allow intrusions to occur (enabling stored 
knowledge to be modified), and building strategies that support active assimilation of 
information and plans for coping. A general increase in metacognitive flexibility 
would also enable emotional processing, and he advocates attentional training to 
reduce self-focus and increase attentional control. Addressing dysfunctional beliefs 
and strategies regarding mental processes may function to reduce dissociation directly 
and also indirectly through reductions in general anxiety. This would further interrupt 
the development and maintenance of PTSD.
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Aims of the study
The current study aims to investigate whether dissociation is associated with 
dysfunctional metacognitive beliefs and thought control strategies. The S-REF model 
would predict that the experience of dissociation is caused by excessive volitional 
efforts aimed at self-regulation of thoughts and emotions. If this is the case 
dissociation is likely to be associated with the more attentionally demanding self­
focused strategies such as worry and punishment, and be negatively correlated with 
strategies such as social control. The existing evidence base would also predict that 
dissociation would be associated with positive beliefs about the use of worry and 
negative beliefs about cognition in general e.g. the uncontrollability and danger of 
thoughts. This is the basis of the main two hypotheses of the current research. An 
additional hypothesis looks at the relationship between dissociation and PTSD. If 
dissociation is a result of thought control strategies like worry, it is predicted that the 
relationship between dissociation and PTSD may disappear when controlling for 
perseverative thought control strategies.
Controlled variables
In all the above hypotheses trait anxiety will be controlled for to rule out the role of 
anxiety in mediating these relationships, as it is associated with dissociation, PTSD 
and metacognitions, and has been shown to be an important confound in related 
studies (e.g. Lobban et al., 2002). In addition certain demographic variables which 
have established relationships with post-trauma symptoms will be measured for 
descriptive value and also to facilitate factoring out variables that may be interacting 
in the relationships under investigation. These include age, substance use, and combat 
experience.
The effect of age was explored because previous research has confirmed that rates of 
anxiety disorders in general (Fuentes & Cox, 1997, as cited in Barrowclough et al., 
2001) and also PTSD (Norris, 1992) decrease with age. Torem, Hermanowski and 
Curdue (1992) found that older adults dissociate less than younger adults, and there 
have also been hypotheses that metacognition changes with age (Hertzog and Hultsch,
2000). Research has also found that higher scores on clinical measures of PTSD are 
related to substance use, especially alcohol (Tarrier and Sommerfield, 2003). Research
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into the relationship of traumatic exposure (e.g. duration and severity) to later 
symptoms has been inconsistent, but has often found a positive relationship (Foy, 
Carroll and Donahue, 1987). Even where studies have failed to find a clear 
relationship, they have often found that some markers of experience do correlate, such 
as military rank (Zeiss and Dickman, 1989). On account of the variety of possible 
markers of experience, and their relationship to symptomatology, several measures of 
military experience will be collected in the current study.
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Hypotheses and model of investigation
Following from the literature reviewed in the introduction the hypotheses of the 
current study are outlined below:
Hypothesis One: Perseverative self-focused metacognitive beliefs will be
positively associated with dissociation
(A) Positive beliefs about the use of worry (measured by MCQ subscale: 
Positive beliefs about worry) will be correlated with symptoms of
dissociation independently of anxiety.
(B) Negative beliefs about the danger and uncontrollability of thoughts 
(measured by MCQ Subscale: Beliefs about the danger and
uncontrollability of thoughts) will be correlated with symptoms of
dissociation independently of anxiety.
Hypothesis Two: Perseverative thought control strategies will be positively 
associated with dissociation
(A) Worry as a thought control strategy (measured by the TCQ subscale: 
Worry) will be correlated with symptoms of dissociation independently of 
anxiety.
(B) Punishment as a thought control strategy (measured by the TCQ 
subscale: Punishment) will be correlated with symptoms of dissociation 
independently of anxiety.
Hypothesis Three: Dissociation, thought control strategies and PTSD
There will be a relationship between dissociation and PTSD symptoms. 
This relationship will disappear when controlling for perseverative thought 
control strategies.
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Model of investigation
The current study will utilise Baron and Kenny’s (1986) mediational model to test the 
above hypotheses.
Baron and Kenny distinguish mediating variables from other forms of third variables. 
They suggest the mediator variable represents the mechanism through which the 
independent variable can influence the dependent variable. It explains how or why 
effects occur, in contrast to moderator variables, which explain when effects occur. 
Their mediational model is outlined in Figure 2 below.
Figure 2: Baron and Kenny’s Mediational model (Adapted from Baron and Kenny, 
1986).
Mediator
Independent --------------^ Dependent
Variable (IV) — Variable (DV)
c
* c ’ is the association between IV and DV when the mediator is included i.e. it is the m ediated  effect
The mediator function appears well suited to the intermediate role of metacognitions 
between the input (arousal) and output (dissociation) of the system. Baron and Kenny 
provide clear guidelines for testing mediation. They recommend two basic steps:
1) Correlation coefficients should be established for each side of the mediational 
triangle (a,b and c)
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2) The dependent variable should be regressed on both the independent variable 
and on the mediator.
They suggest that to establish the role of the mediator the IV must affect the mediator 
in (a), and the DV in (c), and the mediator must affect the DV in (b). Under these 
conditions the effect of the IV on the DV must be less in the step (2) equation than in 
step (1). If the IV has no effect on the DV when the mediator is controlled, this is 
perfect mediation. This test of mediation follows from the equation:
ab = c-c’
Where c is the association between the IV and DV in step (1), and c’ is the association 
between the IV and DV in step (2), after the effect of the mediator has been factored 
in.
This model will be applied to the above hypotheses to test for the significance of 
metacognitive beliefs and thought control strategies as mediators between anxiety and 
dissociation (Hypotheses 1 and 2), and between dissociation and PTSD (Hypothesis
3).
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Method
Design
Combat veterans who were members of an ex-services mental welfare organisation 
completed 5 questionnaires in a cross-sectional design to test the outlined hypotheses.
Ethical approval
The study was approved by the University of Surrey Ethics Committee and the East 
Surrey, Crawley and Horsham Research Ethics Committee in advance of recruitment 
of participants (See Appendix 1).
Participants
107 participants who were currently visiting or had recently visited an ex-services 
mental welfare charity were included in the study. This sample was chosen for their 
higher incidence of dissociative symptoms (Branscomb, 1991). The sample size was 
determined by a G-Power calculation using an F test for multiple regression (medium 
effect size 0.15, Alpha = 0.05, Power = 0.8 and six predictors). This was confirmed by 
Tabachnik and Fidell (2001), who suggest the sample should be approximately 50 
plus 8 times the number of predictors. This number was necessary to enable 
exploratory analyses of the data in which no more than six predictors would be 
entered into any single regression equation.
The centre is a registered short-stay care home which accommodates 28 visitors, who 
stay for a duration of 1-2 weeks, 1-3 times a year. Services are offered to any person 
that has served in the armed forces. All visitors to the centre have English as a first 
language and 98% are male. Exclusion criteria for visiting the centre includes 
schedule 1 sex offenders, fire-setters, dementia and active psychosis (those with 
medication-controlled psychosis are admitted). Participants with substance abuse and 
those visiting the centre for the first time for assessment were excluded from the 
study. Keyworkers and the clinical manager screened participants and approached 
only those deemed to have the capacity to consent. All others were approached for the 
research.
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Measures
Metacognitions Questionnaire -  shortened version (MCQ-30; Wells and Cartwright- 
Hatton 2004)
(See Appendix 2)
This is a shortened 30-item version of the Metacognitions Questionnaire (MCQ; 
Cartwright Hatton and Wells, 1997). The MCQ is a 65-item questionnaire designed to 
assess three domains of positive and negative beliefs about thoughts, metacognitive 
monitoring, and judgements of cognitive confidence. Respondents indicate the extent 
to which they agree with each item by making their response on a 4-point scale 
ranging from 1 (‘Do not agree’ to 4 (‘Agree very much’). The five subscales of the 
MCQ-30 are (1) cognitive confidence (e.g. ‘I do not trust my memory’), (2) positive 
beliefs about worry (e.g. ‘worrying helps me cope’), (3) cognitive self-consciousness 
(e.g. ‘I think a lot about my thoughts’), (4) negative beliefs about the uncontrollability 
and danger of thoughts (e.g. ‘I cannot ignore my worrying thoughts’), and (5) beliefs 
about the need to control thoughts (e.g. ‘I should be in control of my thoughts all the 
time’). Factor analysis has shown the MCQ-30 to have a five-factor structure that is 
almost identical to the original MCQ, with the five factors accounting for 68% of the 
variance (Wells and Cartwright-Hatton 2004). It has good internal consistency 
(Cronbach’s alpha for the five subscales ranged from 0.72 to 0.93) and the subscales 
showed good convergent validity with related constructs (the Padua Inventory and the 
Penn State Worry Questionnaire and assessments of trait anxiety). Test-retest 
reliability is acceptable, ranging from r=0.59 to 0.87 for the subscales and r=0.75 for 
the total scale. These results are similar to previous studies of reliability and validity 
of the original MCQ (e.g. Cartwright-Hatton and Wells, 1997; Wells and 
Papageorgiou, 1998a)
Thought Control Questionnaire (TCQ; Wells and Davies, 1994)
(See Appendix 3)
This is a 30-item questionnaire. Its 5 subscales assess the use of different strategies to 
control unwanted thoughts including distraction (e.g. ‘I do something that I enjoy’), 
punishment (e.g. ‘I punish myself for thinking the thought’), re-appraisal (e.g. ‘ I try 
to reinterpret the thought’), worry ( e.g. ‘I focus on different negative thoughts’) and 
social control ( e.g. ‘I ask my friends if they have similar thoughts’). Respondents are
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required to report the frequency with which they use different strategies to control 
unwanted thoughts by circling a number on a four point scale from 1 (‘never’) to 4 
(‘almost always’). The subscales show good internal consistency (Cronbach 
coefficient alphas ranged from 0.64 to 0.79 for individual subscales) and test-retest 
reliability (coefficients ranged from r=.67 to r=83 for individual subscales). Wells and 
Davies also provided evidence of convergent validity by high correlations between the 
TCQ and measures of stress vulnerability (Speilberger Trait Anxiety and Penn State 
Worry Questionnaire) and measures of perceived lack of control over thinking (e.g. 
Padua Inventory), although other measures of thought control were not available for 
comparison (1994).
Dissociative Experiences Scale II (DES II; Carlson and Putnam, 1993)
(See Appendix 4).
The DES II is a 28-item self-report measure of trait dissociative experiences such as 
feelings of depersonalization and derealization, and other disturbances in identity, 
memory, awareness and cognition. The DBS is the most widely used self-report 
measure of dissociation (Gershuny and Thayer, 1999), used with general populations 
and also in samples of PTSD patients (e.g. Bremner et al. 1992). The revised version 
is very similar to the original but uses an 11-point numeric scale (0% [never] - 100% 
[always]) rather than a visual response scale. Other changes are minor and thus should 
not affect the psychometric properties of the scale. Scores on the DBS II have not been 
found to significantly differ from scores on the DBS (Carlson & Putnam, 1993) The 
original DBS has good internal reliability with a Cronbach’s alpha of .95 (n=321), 
split-half correlation coefficients of .83 (n=73) and .93 (n=46) and good test-retest 
reliability (ranging from r=0.79 to r=.96 (Carlson and Putnam 1993). The DBS has 
also been shown to have good convergent validity (Van Ijzendoom and Schuengal, 
1996). Factor analyses revealed four factors: absorption-derealization, 
depersonalization, segment amnesia and in situ amnesia (Ray, Faith & Mathieu 1992, 
as cited in Kihlstrom et al. 1994).Carlson and Putnam (1993) suggest scores on the 
DBS of over 20 indicate highly dissociative experiences, whereas under 10 is in the 
average range (Carlson and Rosser-Hogan, 1993, as cited in Freyd et al. 2001).
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Impact o f Events Scale -  Revised (lES-R; Weiss and Marmar, 1997)
(See Appendix 5)
This 22-item scale was developed to correspond to the DSM-IV diagnostic criteria for 
PTSD and one of the most widely used self-report measures of traumatic stress 
(Creamer, Bell and Pailla, 2003). Participants are required to rate how frequently they 
have experienced a list of difficulties on a 5-point scale (0 [not at all] -  4 [extremely]) 
in the last seven days. The revised version included a hyperarousal subscale to the 
existing intrusions and avoidance subscales of the original IBS. The subscales show 
high internal consistency (alphas ranging from .79 to .92, Weiss and Marmar, 1997) 
and test-retest reliability (r=.89-.94, Weiss and Marmar, 1997). Correlation with the 
PTSD checklist (Weathers et al. 1993, as cited in Creamer et al., 2003) was also high 
(0.84).
Trait Anxiety subscale o f the State-Trait Anxiety Inventory (STAI; Speilberger et al, 
(See Appendix 6)
This self-report questionnaire is a well-validated instrument widely used in empirical 
research to measure anxiety. The trait version consists of 20 items designed to 
measure stable individual differences in anxiety (the 20-item state version, not used in 
this study, measures temporary situation specific symptoms of anxiety). Respondents 
are required to record the frequency of symptoms on a 4-point scale (1=’almost never’ 
to 4=’almost always’), with higher total score reflecting a stronger proneness to 
anxiety. The subscale has high test-retest reliability (r=.73-.86) and internal 
consistency (median coefficient alpha = .80). Discriminative and concurrent validity 
have also been established (Spielberger et al., 1983).
Demographic information sheet 
(See Appendix 7)
Participants were also required to fill in a basic information sheet including details of 
their age, marital status, education level, substance use and combat experience.
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Procedure
Postal Participants
350 of the most recent visitors to the centre were identified by the Clinical Manager of 
the centre and contacted by post. An invitation to participate in the study was made 
via a letter from the Clinical Manager and the researcher (See Appendix 8), which was 
sent with an information sheet, consent form and stamped addressed envelope (see 
Appendix 9 and 10). The information sheet stressed that participation was voluntary 
and would not affect their ongoing care. Clients returning consent forms were sent the 
five questionnaires, demographics sheet and stamped addressed envelope. Permission 
was sought from postal participants to enable the researcher to inform GPs by post 
about their participation (See Appendix 11).
Participants visiting the centre
All visitors to the treatment centre were approached by their keyworker at the centre 
soon after arrival. Posters were also put up in the centre inviting interested individuals 
to approach their keyworker for more information. Individuals were presented with a 
modified information sheet and consent form by their keyworker (see Appendix 12 
and 13). Consenting individuals were given an envelope containing the five 
questionnaires and a demographic information sheet, and instructed to return this to 
their keyworker after completion.
All participants were offered the opportunity to receive information on the outcome of 
the research.
Statistical analysis
Statistical analysis was carried out using SPSS version 12.0 for Windows. The 
relationship of demographic variables to the main outcome measures was analysed 
using parametric and non-parametric tests
Linear multiple regression (method enter) was used to test the main hypotheses. 
Hypothesis 1 was split into two, using regression analyses to test for the role of (A) 
Positive beliefs about Worry and (B) beliefs about the uncontrollability and danger of 
thoughts in mediating the relationship between trait anxiety and dissociation.
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Hypothesis 2 was also split into two, using regression analyses to test for the role of 
(A) Worry as a thought control strategy and (B) Punishment as a thought control 
strategy, in mediating the relationship between anxiety and dissociation. In these 
analyses Trait Anxiety was entered in the first step, followed by the mediator in the 
second step. To test Hypothesis 3 a similar regression analysis was run with lES-R 
scores as the dependent variable, and Trait Anxiety entered in the first step. In the 
second step it was planned to enter any Thought Control Strategies found to be 
significant in testing Hypothesis 2. Exploratory analyses also used multiple regression 
(method enter) to assess the significance of all the subscales of the MCQ and TCQ, 
which were each entered in the second step after trait anxiety in two separate 
regressions where dissociation was the dependent variable. Exploratory analyses were 
also conducted with significant demographic variables entered into regression 
analyses as independent variables.
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Results
Overview
The data were initially screened for missing values, to determine if it met the 
assumptions for parametric analyses, and to identify outliers. Parametric and non- 
parametric tests were used in preliminary analyses including demographic variables. 
Standard Multiple Regression was used to evaluate the mediational models in the 
main hypotheses and further exploratory analyses.
Variables
For the first two hypotheses the DV was total score on the Dissociative Experiences 
Scale-II (‘Dissociation’). In the first hypothesis the I Vs included the Trait Anxiety 
subscale of the STAI and two MCQ subscales thought to represent perseverative 
beliefs: positive beliefs about worry (‘beliefs about worry’), and beliefs about the 
danger and uncontrollability of thoughts (‘beliefs about danger’). In the second 
hypothesis the I Vs included Trait Anxiety and two TCQ subscales representing 
perseverative thought control strategies: TCQ Worry and TCQ Punishment. In the 
third hypothesis the DV was symptoms of PTSD, measured by total score on the 
Impact of Events Scale-Revised (‘PTSD’). Independent variables included 
dissociation and thought control strategies that reached significance in hypothesis two. 
Exploratory analyses included all MCQ and TCQ subscales, and demographic 
variables, in regression analyses.
Data Screening
Missing data
Cases with missing data were excluded from analysis of the main hypotheses using 
pairwise deletion. Analyses were repeated using listwise deletion and mean 
substitution methods, finding no difference in significant results in all three 
hypotheses. For exploratory analyses, where having sufficient numbers was important, 
missing data were replaced using mean substitution options offered by SPSS.
There are no established guidelines for how much missing data can be tolerated for a 
given sample size (Tabachnik and Fidell, 2001). Missing data in the main outcome
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variables was assessed using SPSS Missing Value Analysis, which uses t-tests to 
evaluate whether missing data within different variables (in which more than 5% of 
data are missing) forms patterns. The only significant relationships found were that 
missing values on DES Total score were significantly related to MCQ Need to Control 
(t(l 1.4)=2.3, p=0.043, 2-tailed test), and missing values on lES-R Total score were 
also significantly related to missing values on MCQ Need to control (t(14.8)=2.3, 
p=0.036, 2-tailed test). Missing values on MCQ Need to Control were related to 
missing values on MCQ Positive (t(6.7)=-2.7, p=0.034, 2-tailed test) (see Appendix 
14: Tables 1 and 2).
In addition participants were split into cases with and without missing data on main 
outcome variables and demographic variables. Differences between the groups were 
analysed with t-tests. The two groups did not differ significantly on any of the main 
outcome variables. Participants with missing data were significantly older (t=-3.621, 
d.f.=104, p(2-tailed)=0.01), had significantly more campaign medals (t=-3.005, 
d.f.=101, p(2-tailed)=0.004, and had served significantly longer periods of active 
service (t=-2.473, d.f.=94, p(2-tailed)=0.015. Means and Standard Deviations are 
presented in Appendix 12 (Table 3).
Outliers
The data were screened for univariate outliers by transforming the main outcome 
variables into standardised z-scores, and examining the results for extreme scores. 
Tabachnick and Fidell (2001) suggests cases with absolute z values greater than 3.29 
should be treated as outliers. Only two outliers were found, on the lES-R scale. The 
scores for these participants were examined to ensure this was not due to mistyping, 
error in missing value input or because these cases were not suitable to be in the 
sample. All analyses including the lES-R scale were conducted both with and without 
the outliers, with no difference found in results, thus the outliers were included in the 
final analyses presented. The outcome variables to be included in the main analyses 
(seven) were also screened for multivariate outliers using Mahalanobis distance.
Using the criterion for multivariate outliers as Mahalanobis distance at p<.001, 
Tabachnik and Fidell suggest any case with a Mahalanobis Distance greater than 
(7)=24.322 is a multivariate outlier (2001). No multivariate outliers were identified.
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Assumptions
Moore and McCabe (1993) describe the main assumption for multiple regression is 
homoscaedasticity. Tabachnick and Fidell suggest heteroscaedasticity weakens the 
analysis, although it does not invalidate it (2001). Moore and McCabe suggest that 
individual scales do not need to be normally distributed. Plewis (1997) further reports 
that variables can be in the form of categories, ordered categories or interval 
measures. Tabachnik and Fidell (2001) suggest that examining residuals scatterplots 
for individual regression analyses provides a satisfactory test of the assumptions of 
normality, linearity, and homoscaedasticity between predicted DV scores and errors of 
prediction (there are no distribution assumptions about the TVs other than their 
relationship with the DV). Scatterplots for each Multiple regression equation are 
displayed in Appendix 20.They demonstrate that the data meet the assumptions of 
normality, linearity and homoscaedasticity. Fox (1991, as cited in Tabachnick and 
Fidell, 2001) suggests heteroscaedasticity is serious when the spread in standard 
deviations of residuals around predicted values is three times higher for the widest 
spread as for the narrow spread.
Further screening procedures were conducted on individual variables to confirm the 
above, and to check that assumptions were met for preliminary parametric analyses 
involving demographic variables and outcome variables. Skew and kurtosis were 
assessed for each continuous variable and Kolmogorov-Smimov tests were carried out 
to determine if distributions significantly deviated from normal (See Appendix 15).
All results for main outcome variables and age were non-significant, suggesting these 
distributions did not differ significantly from normal. Significant results were found 
for alcohol (Z(105)=3.27, p(2-tailed)<0.01). Total years of military experience 
(Z(106)=1.773, p(2-tailed)<0.01). Total months active service (Z(96)=1.763, p(2- 
tailed)<0.01) and number of campaign medals (Z(103)=2.221, p(2-tailed)<0.01). 
Transformations of the data were attempted, as recommended by Tabachnik and Fidell 
(2001). It was possible to transform total military experience and total active service 
variables to fit a normal distribution using a square root transformation. The alcohol 
and campaign medals variables failed to transform when attempting a number of 
different transformations.
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Parametric tests were therefore employed for all analyses except for those involving 
alcohol and number of campaign medals, for which non-parametric tests were used.
Multicollinearity.
It has been suggested that bivariate correlations should not be more than 0.8 (Bryman 
and Cramer, 1999) to ensure against multicollinearity. This criteria was met, as can be 
seen under the results for individual hypotheses later in this section. Multicollinearity 
was also assessed via collinearity diagnostics in regression analyses. Using Belsey, 
Kuh and Welsch’s (1980, as cited in Tabachnik & Fidell, 2001) criteria for 
multicollinearity, requiring a conditioning index >30 for a given dimension and at 
least two variance proportions for an individual variable >0.5 no multicollinearity was 
evident.
Descriptive statistics
Participant characteristics
Participant characteristics are summarised in Table 1 and 2. Eleven participants were 
recruited by staff at the centre. Of 350 letters of invitation sent out to recent visitors of 
the centre 148 returned consent forms and were sent the questionnaires. Of these 96 
participants (27% of total) returned completed questionnaires and took part in the 
study. 107 participants were finally included in the study. Of the sample 102 were 
male and 2 were female (3 participants did not specify gender). The mean age of the 
sample was 58.2 (SD=16.2). Information on dementia and psychosis were collected 
because of their possible associated cognitive impairment, and thus effect on results. 
No participants reported dementia. This may be because this is one of the centre’s 
exclusion criteria. Exclusion of participants with psychosis was not supported by a 
literature review so were included in the results. Because of the small number of 
cases, it was not possible to run analyses on the effect of these psychiatric conditions 
on the main variables, although no cases had extreme results on the main outcome 
measures.
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Table 1: Categorical demographics information
Characteristics n (number) Frequencies
Method of recruitment 107
Postal 96
Residential 11
Gender 104
Male 102
Female 2
Ethnicity 107
White British 101
European 6
Marital Status 104
Single 23
Married 48
Divorced/separated/widowed 33
Education 89
Up to age 15 18
0-level 39
Up to age 18 22
Post 18 10
Possible exclusion criteria 91
None 86
Dementia 2
Psychosis 3
Drug use 75
None 45
Marijuana 5
Medical/Psychiatric 25
Table 2: Continuous demographic variables
Characteristics
(continuous)
N Minimum Maximum Mean Median Standard
deviation
Age 106 29 89 58.18 55 16.22
Alcohol
consumption
105 0 200 14.21 0 30.30
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Combat experience
Several different measures were taken of combat experience, including length of 
combat experience, time in active service and number of campaign medals. The 
frequencies of these variables are shown in Table 3 below.
Table 3: Combat experience
N Mean Median Standard
deviation
Minimum Maximum
Number of
campaign
medals
103 2.36 2.00 2.086 0 10
Total
military
experience
(years)
106 10.51 8.50 6.672 1 27
Total
active
service
(months)
96 45.30 27.00 49.485 0 264
A record of final rank attempted to measure level of responsibility in combat. Ranks 
were allocated to one of three categories in ascending order of responsibility: ranks 
equivalent to Private (e.g. Private, Marine, Guardsman, Rifleman, Able seaman); Non­
commissioned officers (ranks ranging from Lance Corporal to Warrant Officer 
Class, and their equivalent ranks in the navy or Royal Air Force, e.g. master-at arms, 
petty officer); Commissioned officers (2"  ^lieutenant and above, and equivalent ranks 
in Navy and RAF). This enabled comparisons across branches of service. Category 
frequencies are shown in Table 4 below.
Table 4: Frequencies of ranks
N Privates Non-commissioned
Officers
Commissioned
Officers
106 50 56 0
Main outcome measures
Analysis of scores obtained on the DES-II, lES-R and Trait Anxiety section of the 
STAI indicated that participants showed a range of scores on these measures. Mean 
dissociation score was comparable with studies of PTSD populations e.g. 31.5,
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Putnam et al., 1996; 41.1, Branscomb, 1991). This is in contrast to significantly lower 
mean DES scores in the general population (6.4, Demitrack et al., 1990). Details are 
presented in Table 5.
Table 5: Descriptive information for DES-II, lES-R and Trait Anxiety
Measure N Mean Median Standard
deviation
Minimum Maximum
DES-II 93 31.62 28.21 19.185 2 80
lES-R 96 7.853 8.196 1.962 1.18 10.79
Trait
Anxiety
98 58.765 62.00 12.350 24.00 77.00
The scores obtained on measures of metacognition also reflect a range within the 
sample. The details of these scores are presented in Tables 6 and 7.
Table 6: Descriptive information for subscales of the MCQ-30
MCQ Subscale N Mean Median Standard
Deviation
Minimum Maximum
Cognitive
confidence
102 16.206 16 5.132 6 24
Positive beliefs 
about worry
102 11.745 11 5.028 6 24
Self-
consciousness
99 16.455 16 4.126 6 24
Uncontrollability 
and danger
102 16.872 18 5.075 6 24
Need to control 96 14.969 15 4.917 6 24
Table 7: Descriptive information for subscales of the TCQ
TCQ
Subscale
N Mean Median Standard
Deviation
Minimum Maximum
Distraction 100 13.620 13.00 4.297 6 24
Punishment 99 12.778 13.00 4.062 6 22
Re­
appraisal
99 13.373 13.00 3.800 6 24
Worry 100 11.610 11 3.567 6 22
Social
Control
103 10.709 11 3.377 6 18
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Preliminary analyses
Prior to testing the main hypotheses analyses of the possible impact of age, education, 
combat experience, and substance use on the main outcome variables were carried out. 
This aimed to identify whether any of these factors may have been masking 
relationships in the main hypotheses, and would need to be controlled. Analysis of 
differences in outcome measures relating to method of recruitment, gender and ethnic 
origin were not carried out due to the relative dominance of White British Males 
recruited by post.
Post-hoc Power calculations for preliminary analyses
Post-hoc power was calculated for individual tests by entering the actual sample sizes 
into GPOWER. For t-tests the results revealed that power was less than the 
recommended 0.8 level for some analyses (Cohen, 1988). Parametric analyses were 
still conducted, because the related non-parametric tests require even greater numbers 
to achieve statistical power, and are less powerful analyses when all the assumptions 
are met for parametric tests (Clark-Carter, 1997). Power calculations are presented 
under relevant sections below.
Pearson’s correlation coefficients were calculated to investigate the relationship 
between age and the main variables. Looking for a medium effect size (r=0.3) and 
alpha =0.05, the sample sizes for the correlations achieved a power of .91-.94 for 
individual analyses. The full results are displayed in Appendix 16. They show that age 
was significantly negatively correlated with symptoms of dissociation (r=-0.392, 
p=0.0001, n=92), PTSD (r=-0.413, p=0.00003, n=96), trait anxiety (r=-0.412, 
p=0.00002, n=98), beliefs about the danger and uncontrollability of thoughts (r=- 
0.281, p=0.004, n=102), and use of punishment as a thought control strategy (r=- 
0.256, p=0.01, n=99) and social control as a thought control strategy (r=-0.215, 
p=0.029, n=103). Age was significantly positively correlated with distraction as a 
thought control strategy (r=0.267, p=0.007, n=100). Full results are displayed in 
Appendix 3. The impact of these findings on the main hypotheses was further 
investigated and is discussed later in this section.
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Marital status
Individuals reporting their marital status as single, divorced, widowed or separated 
were collapsed into a category of non-married. Independent samples t-tests were used 
to compare the groups. Power for the comparisons (with a medium effect size, d=0.5, 
and alpha=0.05) ranged between 0.75 and 0.81. Results revealed that married veterans 
scored significantly higher than non-married veterans on MCQ Cognitive confidence 
(t=2.270, d.f.=95, p(2-tailed)=0.026), and MCQ Need to control (t=2.723, d.f.=89, 
p(2-tailed)=0.008) (see Appendix 17).
Education
Education level was split into two groups: up to age 16 and over 16. Due to missing 
data the sample sizes were relatively small, and achieved a power (for medium effect 
size, d=0.5, and alpha, 0.05) of 0.69-0.73 for individual t-tests comparing the groups 
for scores on the main outcome variables. There were no significant differences found 
between the groups on any of the variables.
Combat experience
Four measures were taken of combat experience: Total military service, total active 
service, number of campaign medals and final rank. The last variable was transformed 
into 3 responsibility levels. The first three variables showed non-normal distributions 
(See Appendix 15: Table 2). The first two were transformed using square root 
transformations, but it was not possible to transform number of campaign variables. 
For this reason Pearson’s correlations were calculated to explore the relationship 
between years of military experience, and months of active service, and the main 
outcome variables. Spearman’s rank correlation coefficients were calculated to assess 
the relationship between number of campaign medals and the outcome measures (see 
Appendix 18: Table 1). Power (for a medium effect size of r=0.3 and alpha=0.05) for 
the analyses of total military experience with outcome variables ranged from 0.91- 
0.93, for analyses using total active service ranged form 0.90-0.91, and for analyses 
using number of campaign variables ranged from 0.88-0.91.
There was a significant positive correlation between total military service and 
symptoms of PTSD (r=0.207, p=0.043, 2-tailed test, n=96). There was a significant
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negative correlation between total military service and social control as a thought 
control strategy (r=-0.210, p=0.035, 2-tailed test, n=102). Number of campaign 
medals was significantly negatively correlated with trait anxiety (rho=-0.369, 
p=0.0002, 2-tailed test, n=96) and Punishment as a thought control strategy (rho=- 
0.243, p=0.017, 2-tailed test, n=96). Total military experience and total time in active 
service were integrated into one scale of Total Military Experience by dividing the 
difference between each score and its mean on each variable by the standard deviation 
of that variable, and then adding together the two together. The only significant 
correlations of this new variable with the outcome measures (See appendix 18: Table 
1) was a significant positive correlation with symptoms of PTSD (r(88)=.227, p(2- 
tailed)=.034) and a positive correlation with MCQ Cognitive Confidence (r(93)=.233, 
p(2-tailed)=.025).
A t-test was carried out to explore differences in the main outcome variables between 
Privates and Non-Commissioned Officers. Results are displayed in Appendix 18 
(Table 2). There was only one significant result. Non-Commissioned officers scored 
significantly higher on the MCQ subscale Beliefs about the need to control thoughts 
(t=-2.601, d.f.=94, p(2-tailed)=0.011). Power of 0.77-0.80 was achieved for these 
comparisons.
Substance use
Information on alcohol and drug use was collected as it has been reported to be 
significantly associated with PTSD and to significantly influence symptoms (Bremner 
et al., 1996). It was considered that high levels of substance use could mask 
relationships between the outcome variables in the main hypotheses. Spearmans Rho 
was calculated to assess the relationship between alcohol use and the main outcome 
variables (see appendix 19). The only significant result found, consistent with the 
literature, was a positive relationship between alcohol consumption and symptoms of 
PTSD (rho=0.209, p=0.041, n=96). Power of 0.88-0.91 was achieved for this non- 
parametric analysis.
Due to the large amount of missing data regarding drug use this was not included as a 
variable in preliminary analyses.
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Main Hypotheses 
Hypothesis 1; Perseverative self-focused metacognitive beliefs will be 
positively associated with dissociation
(A) MCQ subscale positive beliefs about worry (MCQ worry) will be correlated 
with symptoms of dissociation (Dissociation) independently of trait anxiety 
(Anxiety).
First separate correlation coefficients were calculated for each of the three sides of the 
triangle of the mediational model. The results are presented in Table 8. Relevant 
results are presented in bold and significant results are starred. This shows that two of 
the three relationships were significant (side a and c), but that the mediator did not 
have a significant effect on the dependent variable. In the absence of a significant 
relationship between the mediator and the dependent variable the criteria for 
establishing its mediational role could not be met. In diagrammatic form using Baron 
and Kenny’s equation it is possible to see that the independent coefficient between 
trait anxiety and dissociation went down by only 0.019 (from .598 to .579) when the 
effect of the mediator was added into the equation (See figure 3). In this equation c’ 
reflects the modified relationship between anxiety and dissociation when variance due 
to the mediator was taken into account. The value of c’ was calculated using the 
equation:
ab=c-c’
c’=c-ab
c’=.579
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Table 8: Correlation coefficients for Hypothesis 1(A)
Side of
mediational
triangle
Relationship Pearson’s
Correlation
Coefficient
(r)
n Significance
(2-tailed)
(P)
a MCQ Worry 
and anxiety .283 95 0.005**
b MCQ Worry 
and
Dissociation
.069 90 0.516
c dissociation 
and anxiety .598 85 <0.00001**
n=number
*=significant at the p<0.05 level
Figure 3: Baron and Kenny’s model of mediation with MCQ Positive as a mediator
MCQ 
Positive 
beliefs about 
worry r=.069
P=.516
r=.283
P=.005
r=.579
DissociationTrait Anxiety
r=.598
P<.00001
(NB The mediated effect is in bold)
A forced entry multiple regression (method enter) confirmed that MCQ Positive is not 
a mediator between anxiety and dissociation. Trait anxiety was entered in the first 
model, and then both trait anxiety and MCQ Positive beliefs about worry were entered 
in the second model to identify if this mediator accounted for a significant amount of 
the variance in dissociation scores after the variance accounted for by trait anxiety had 
been removed. The results are summarised in Tables 9. They show that overall 37% of 
the variance in dissociation scores was predicted by knowing scores on measures of 
trait anxiety and Positive beliefs about worry. The increase in total variance explained 
in dissociation scores when the mediator was added to Trait anxiety was only 1.1%.
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The increase in variance accounted for in the model by adding this variable was not 
significant (R  ^change=0.011, F change=1.41, p=0.239). For full details of the 
regression analysis and residuals plots see Appendix 20A.
Table 9: Summary table of multiple regression for Hypothesis 1(A)
Model and 
Predictors
R2 R^  Change F change Standardised
13
t significance
1 : Anxiety .358 .358 46.296
(1,83),
p<.00001**
.598 6.804,
d.f.=83,
p<.00001**
2: Anxiety .369 .011 1.410, (2,82) 
p=.239
.629 6.878,
d.f.=82
p<.00001**
MCQ
Positive
-.109 -1.187,
d.f.=82,
p=.239
**= significant at the p<.01 level
Hypothesis 1 (A) is NOT supported
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(B) MCQ negative beliefs about the danger and uncontrollabilitv of thoughts 
(MCQ Danger) will be correlated with dissociation independently of trait anxiety 
(anxiety)
Pearson correlations revealed that all three relationships in the proposed triangle were 
significant (See table 10). As Baron and Kenny argue, with these conditions met the 
effect of trait anxiety on dissociation must be less when accounting for beliefs about 
uncontrollability and danger of thoughts, as reflected by the reduced value of c’ in 
Baron and Kenny’s model in Figure 4. The significance of MCQ Danger as a mediator 
was supported by carrying out a forced entry multiple regression (method enter) in 
which dissociation was regressed on both trait anxiety and MCQ Danger. The results 
of this regression are summarised in table 11. See Appendix 20(B) for full results and 
residuals plot.
Table 10: Correlation coefficients for Hypothesis 1(B)
Side of 
mediational 
triangle
Relationship Pearson 
Correlation 
coefficient (r)
n Significance
(2-tailed)
(P)
b MCQ danger and 
anxiety
0.673 95 p<.00001**
b MCQ danger and 
dissociation
0.560 89 p<.00001**
c dissociation and 
anxiety
0.598 85 p<.0G001**
**=significant at the p<0.01 level
MCQ danger
r=.673
p<.0001 r=.560
p<.00001
r=.221
DissociationTrait Anxiety
C
r=.598
p<.00001
Figure 4: Baron and Kenny’s mediational model with MCQ Danger as a mediator
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Where: ab=c-c’
c’=.221
Table 11 : Summary table of multiple regression for Hypothesis 1(B)
Model and 
Predictors
R2 R^  Change F change Standardised
B
t significance
1 : Anxiety .358 .358 46.296
(1,83),
p<.00G01**
.598 6.804,
d.f.=83,
p<.GGGGP*
2: Anxiety .403 .045 6.233, (2,82) 
p=.G15*
.404 3.505,
d.f.=82,
p=.GGl**
MCQ Danger .288 2.497,
d.f.=82,
p=.G15*
**= significant at the p<.01 level 
*=significant at the p<.05 level
The overall model explained 40% of the variance in symptoms of dissociation. The 
effect of adding beliefs about the uncontrollability and danger of thoughts (MCQ 
Danger) into the equation was to increase the variance accounted for by 4.5% (from 
35.8% to 40.3%). This change in variance was significant (R  ^change=0.045, 
F(2,82)=6.233, p=0.015). This may even be an underestimation of the influence of 
such beliefs on dissociation, as the significant standardised Beta weight (B=.288, 
t=2.497, p=0.015), and correlation coefficient (r(89)=.560, p<.00001, 2-tailed test) 
suggest it is highly correlated with dissociation scores. It is likely that the relatively 
small increase in explained variance in the overall model is due to the high correlation 
between the independent variables.
Hypothesis 1 (B) is SUPPORTED
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Hypothesis 2: Perseverative thought control strategies will be 
positively associated with dissociation
(A) Worry as a thought control strategy (as measured by TCP subscale worry) 
will explain symptoms of dissociation above the variance explained by trait 
anxiety.
Pearson’s Correlation Coefficients were calculated to assess the independent 
correlations between trait anxiety, dissociation and TCQ Worry (See Table 12). All 
three variables were significantly correlated with each other in the predicted direction, 
and thus implicating a reduction in relationship between trait anxiety and dissociation 
when taking the mediator path into account. This is shown again by Baron and 
Kenny’s model and equation in Figure 5.
Table 12: Correlation coefficients for hypothesis 2(A)
Side of 
mediational 
triangle
Relationship
tested
Pearson
Correlation
Coefficient
(r)
n Significance 
(p value)
a TCQ Worry 
and anxiety
0.364 94 P=0.0003**
b TCQ Worry 
and 
dissociation
0.292 87 P=0.006**
c dissociation 
and anxiety
0.598 85 p<.00001**
**=significant at the p<0.01 level
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Figure 5: Baron and Kenny’s model of mediation with TCQ Worry as a mediator
TCQ Worry
r=.364
P=.0003
r=.292
P=.006
r=.492
DissociationTrait Anxiety
C
r=.598
P<.00001
Where: ab=c-c’
c’=.492
The significance of this mediator in reducing the variance explained by the trait 
anxiety-dissociation relationship was tested with a multiple regression, in which 
dissociation was the dependent variable, and trait anxiety was entered in the first 
block, and TCQ Worry in the second block. The results are summarised in Table 13. 
For full results and residuals plot see Appendix 20(C). According to the multiple 
regression the increase in variance explained in the model by including the possible 
mediator of worry as a thought control strategy was 0.006 (or 0.6%). This did not 
significantly increase the predictive power of the model (R  ^change=0.006, 
F(2,82)=.815, p=.369), and the standardised beta weight for TCQ worry in the final 
model was not significant (B=.085, t=.903, p=.369).
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Table 13: Summary table of multiple regression for Hypo1thesis 2 (A)
Model and 
Predictors
R2 R^  Change F change Standardised t significance
1 : Anxiety .358 .358 F=46.296
(1,83),
p<.00001**
.598 6.804,
d.f.=83,
p<.00001**
2: Anxiety 
TCQ Worry
.364 .006 F=.815,
(2,82)
p=.369
.567
.085
t=6.000,
d.f.=82,
p<.00001**
t=.903,
d.f.=82,
p=.369
**= significant at the p<.01 level
Hypothesis 2 (A) is NOT supported
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(B) Punishment as a thought control strategy (as measured by TCQ subscale 
Punishment) will explain variance in dissociation after controlling for the 
variance explained by trait anxiety
Table 14 shows the significant Pearson’s correlation coefficients calculated for the 
relationships between Trait Anxiety, TCQ Punishment and Dissociation. Entering 
these results into the mediational model shows that the correlation between trait 
anxiety and dissociation is lower when taking account of the mediator (See Figure 6).
Table 14: Correlation coefficients for hypothesis 2(B)
Side of 
mediational 
triangle
Relationship
tested
Pearson
Correlation
Coefficient
(r)
n Significance
(2-tailed)
(P)
a
TCQ 
Punishment 
and anxiety
0.519 92 p<.00001**
b
TCQ
Punishment
and
dissociation
0.538 87 p<.00001**
c
Dissociation 
and anxiety 0.598 85 p<.00001**
**= significant at the p<.01 level
Figure 6: Baron and Kenny’s model of mediation with TCQ Punishment as a mediator
TCQ
Punishment
r=.519
P<.00001
r=.538
P<.00001
DissociationTrait Anxiety
C
r=.598
P<.00001
198
Major Research Project
Where: ab=c-c’
c’=.319
The significance of the role of punishment as a thought control strategy was 
confirmed in a multiple regression analysis in which dissociation was regressed on 
both trait anxiety and TCQ Punishment scores. The results are summarised in Table 
15. The overall model accounted for 43% of the total variance in dissociation scores. 
The outcome of the multiple regression shows that adding MCQ Punishment as a 
mediator in the relationship between anxiety and dissociation accounted for an 
additional 7% of the variance in dissociation scores, which was significant (R^  
change=0.071, F(2,82)=10.12, p=0.002). For full results and residuals plot see 
Appendix 20(D).
Table 15: Summary table o f multiple regression for Hypo1thesis 2 (B)
Model and 
Predictors
R2 R2 Change F change Standardised
13
t significance
1 : Anxiety .358 .358 F=46.296
(1,83),
p<.00G01**
.598 6.804,
d.f.=83
p<.OOOGl**
2: Anxiety 
TCQ
Punishment
.429 .071 F=10.12,
(2,82)
p=.002**
.437
.311
T=4.475,
d.f.=82,
p=.GGGG5**
T=3.181,
d.f.=82,
p=.GG2**
**= significant at the p<.01 level
Hypothesis 2 (B) is SUPPORTED
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Hypothesis 3: There will be a relationship between dissociation and 
PTSD symptoms. This relationship will disappear when controlling 
for perseverative thought control strategies.
Of the two perseverative thought control strategies tested in Hypothesis (2) only 
punishment was found to be a significant predictor of dissociation after factoring out 
anxiety. Therefore TCQ Punishment was entered into a forced entry multiple 
regression as an independent variable alongside dissociation, with lES-R score, the 
measure of PTSD symptoms, as the dependent variable. Independent correlation 
coefficients were examined initially for each of the three relationships (see Table 16). 
The individual coefficients between the three variables are significant. This confirms 
that dissociation is significantly related to PTSD symptoms, and also suggests that this 
relationship must be lower when including the mediator. This is confirmed in a 
calculation of Baron and Kenny’s model (see figure 7).
Table 16: Correlation coefficients for Hypothesis 3
Side of 
mediational 
triangle
Relationship
tested
Pearson
Correlation
Coefficient
(r)
n Significance
(2-tailed)
(P)
a
TCQ
Punishment
and
Dissociation
0.538 87 p<.00001**
b
TCQ 
Punishment 
and PTSD 0.508 90 p<.00001**
c
PTSD and 
Dissociation 0.582 87 p<.00001**
**=significant at the p<0.01 level
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Figure 7: Baron and Kenny’s model of mediation with TCQ Punishment as a mediator 
between dissociation and PTSD
TCQ
Punishment
r=.538 
P<.00001
r=.508
P<.00001
r=.309
Dissociation PTSD
symptoms
r=.582
P<.00001
Where: ab=c-c’
c’=309
A forced entry multiple regression supported the above model. It confirmed that 
dissociation is a significant predictor of scores in PTSD, with the initial model 
accounting for 34% of the variance (R^=0.339, F(l,85)=43.592, p<.00001). The 
regression also revealed that including the mediator increased the explained variance 
(R )^ in PTSD scores from approximately 34% to 39%. This was a significant increase 
(R  ^change=0.054, F(2,84)=7.421, p=.008). These results are summarised in Table 17 
below. For full results and residuals plot see Appendix 20(E)
Table 17: Summary table o f multiple regression for Hypo1thesis 3
Model and 
Predictors
R" R^  Change F change Standardised
8
t significance
1:
Dissociation
J39 .339 F=43.592,
(1,85)
p<.00001**
j8 2 T=6.602,
d.f.=85,
p<.00001**
2:
Dissociation
TCQ
Punishment
.393 .054 F=7.421,
(2,84)
p=.008**
.435
.275
t=4.309,
d.f.=84,
p=.00004**
t=2.724,
d.f.=84,
p=0.008**
**= significant at the p<.01 level
Hypothesis 3 is SUPPORTED
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Exploratory analyses 
Analysis of all MCQ and TCQ subscales and main outcome variables
Two multiple regression analyses were carried out to see whether including all the 
subscales from MCQ and TCQ scales increased the proportion of variance explained 
in DES scores. This also aimed to lend weight to the hypothesis that it is self- 
perseverative beliefs and thought control strategies that are related to dissociation.
Power calculation and missing data
To achieve a sample size of 98 (necessary to detect a medium effect size with 
statistical power of 0,8 in standard multiple regression with 6 predictors) missing data 
were replaced by mean substitution procedures for all exploratory multiple 
regressions.
MCQ subscales
Correlation coefficients computed for DES scores, trait anxiety and all the MCQ 
subscales showed that many the measures were significantly correlated with each 
other. (See Appendix 21 Table 1). All MCQ subscales were entered into a forced entry 
multiple regression (method enter), after trait anxiety, with Dissociation as the DV.
The results are summarised in Table 18. Full results are displayed in Appendix 21 
(Table 2).
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Table 18: Exploratory Multiple Regression with MCQ Subscales
Model and 
Predictors
R2 Change F change Standardised
B
t significance
1 : Anxiety ^87 287 F=42.297
(1,105),
p<.00001**
.536 t=6.504,
d.f.=105,
p<.00001**
2: Anxiety
MCQ scales:
Cognitive
confidence
.405 .117 F=3.947,
(5,101),
p=.003**
.355
.288
t=3.351,
d.f.=101,
p=.001**
t=3.246,
d.f.=101,
p=.002**
Positive worry 
beliefs
-.127 t=-1.510.
d.f.=101,
p=.134
Self-
consciousness
.137 t=1.414,
d.f.=101,
p=.161
Uncontrollability 
and danger
.216 t= 1.980,
d.f.=101,
p=.050*
Need to control -.114 t=-1.052, 
d.f.=101, 
p=.295
**= significant at the p<.01 level 
*=significant at the p<.05 level
Adding all the MCQ subscales to the regression analysis significantly increased the 
variance in dissociation scores by nearly 12% (R  ^change=.l 17, F change(5, 
101)=3.947, p=.003). Significant independent metacognitive predictors in this analysis 
included MCQ Cognitive Confidence (B=.288, t(101)=3.246 p(2-tailed)=.002) and 
MCQ Beliefs about the uncontrollability and danger of thoughts (B=.216, 
t(101)=1.980, p(2-tailed)=.05).
TCQ Subscales
A similar analysis was conducted including the TCQ subscales. Correlations between 
the subscales and dissociation and trait anxiety are presented in Appendix 22 Table 1.
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The measures were entered in two steps to a multiple regression analysis, with anxiety 
in the first step, and all TCQ subscales in the second step. The results are summarised 
in Table 19.
Table 19: Exploratory Multiple Regression with TCQ Subscales
Model and 
Predictors
R: R2
Change
F change Standardised
B
t significance
1 : Anxiety .287 .287 42.297
(E105X
p<.00001**
.536 6.504, d.f.=105,
p<.00001**
2: Anxiety
TCQ scales: 
Distraction
.397 .110 3.651
(5,100),
p=.004**
.431
-.063
4.214, d.f.=100, 
p=.00005**
-.655, d.f.=100, 
p=.514
Punishment .244 2.247, d.f.=100, 
p=.027*
Reappraisal .231 2.515, d.f.=100, 
p=.013*
Worry -.080 -.839. d.f.=100, 
p=.404
Social
Control
-.051 -.628, d.f.=100, 
p=.531
**= significant at the p<.01 level 
*=significant at the p<.05 level
Entering TCQ subscales into the second step of the analysis significantly increased the 
explained variance in dissociation scores by 11% (R  ^change=.l 10, F change (5, 
100)=3.651, p=.004). The individual subscales that remained significant independent 
predictors of dissociation were TCQ Punishment (B=.244, t(100)=2.247, p(2- 
tailed)=.027) and TCQ Reappraisal (B=.231, t(100)=2.515, p(2-tailed)=.013). The 
other scales did not explain a significant amount of variance in dissociation scores 
(See Appendix 22: Table 2 for full results).
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Effects of demographic variables on the main findings of hypotheses 
1 and 2
Demographic variables correlated with dissociation and PTSD were added into the 
regression equations which had identified significant MCQ and TCQ subscales as 
mediators, to ensure that these relationships were not reflecting variance better 
accounted for by other factors.
(A) MCQ subscales
In a forced entry multiple regression where dissociation was the DV, trait anxiety was 
entered first, followed by MCQ subscales that were significant in the exploratory 
analysis (Cognitive confidence and uncontrollability and danger of thoughts) and then 
age. The results are summarised in Table 20.
Table 20: Summary ta )le for ex]oloratory analysis o f effect o f  age on MCQ mediators
Model and 
Predictors
R2 R2
Change
F change Standardised
B
t significance
1:
Anxiety
287 287 42.297
(1,105),
p<.00001**
2%6 6.504, d.f.=105,
p<.00001**
2:
Anxiety
MCQ
Cognitive
confidence
MCQ
Danger
.381 .093 7.763, (2, 103),
p=.001** .311
.246
.214
3.006, d.f.=103, 
p=.003**
2.926, d.f.=103, 
p=.004**
2.057, d.f.=l 03, 
p=.042*
3
Anxiety
MCQ
Cognitive
confidence
MCQ
Danger
Age
.401 .020 3.452
(1,102), p=.066 258
.240
.209
-.154
2.421, d.f.=102, 
p=.017*
2.892, d.f.=102, 
p=.005**
2.027, d.f.=102, 
p=.045*
-1.858, d.f.=102,
p=.066
**= significant at the p<.01 level 
*= significant at the p<.05 level
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The results of the analysis show that once the variance in dissociation accounted for 
by anxiety and Metacognitive beliefs was controlled age no longer provided any 
additional predictive power in the model (R  ^Change=.020, F change(l,102)=3.452, 
p(2-tailed)=.066). With age in the regression equation the MCQ subscales remained 
significant independent predictors of variance in dissociation scores.
(B) TCQ subscales
A similar regression analysis was carried out with significant TCQ scales added into 
the second step. The results are summarised in Table 21.
Table 21 : Summary table for exploratory analysis of the effect of age TCQ mediators.
Model and 
Predictors
R2 R:
Change
F change Standardised
13
T significance
1:
Anxiety
287 287 42.297
(1,105),
p<.00001**
.536 6.504, d.f.=105,
p<.00001**
2:
Anxiety
TCQ
Punishment
287 .100 8.355,(2,103),
p=.00004** .452
.214
4.940, d.f.=103,
p<.00001**
2.263, d.f.=103,
p=.026*
TCQ
Reappraisal
.196 2.349, d.f.=103, 
p=.02I
3
Anxiety
.411 .024 4239
(1,102), p=.042 .397 4.236, d.f.=102, 
p=.00005**
TCQ
Punishment
.194 2.073, d.f.=102, 
p=.041*
TCQ
Reappraisal
.211 2.569, d.f.=102,
p=.012*
Age -.171 -2.059, d.f.=l 02, 
p=.042*
**= significant at the p<.01 level 
*=significant at the p<.05 level
The multiple regression shows that Punishment and Reappraisal as thought control 
strategies remained significant predictors of dissociation when age was introduced
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into the model (respectively 13= 194, t(102)=2.073, p(2-tailed)=.041; 13=211, 
t(102)=2.569, p(2-tailed)=.012). Adding age into the regression equation in step three 
significantly increased the variance explained in dissociation scores (R  ^Change=.024, 
F change (1,102)=4.239, p(2-tailed)=.042).
Relationship of dissociation and thought control strategies to PTSD 
symptoms
In an exploratory analysis of hypothesis three an additional multiple regression was 
run, with PTSD symptoms as the DV. Dissociation was entered in the first step, 
followed by significant thought control strategies (TCQ Punishment and Reappraisal) 
in the second step, and then other related factors (trait anxiety, age, alcohol 
consumption and total military experience) in the third step. This aimed to see whether 
the mediator remained significant when other variables associated with PTSD were 
added into the equation. The results are summarised in Table 22. Including trait 
anxiety, age, alcohol and total military experience (all factors associated with PTSD 
symptoms) into the model increased the variance in PTSD scores by 10.8% to 38.6% 
for the whole model. This increase was significant (R  ^Change=.108, F 
change(4,99)=4.352, p(2-tailed)=.003). In the final model the only significant positive 
predictors of PTSD symptoms were Trait Anxiety (13=.235, t(99)=2.211, p(2- 
tailed)=.029). Total Military Experience (13= 170, t(99)=2.059, p(2-tailed)=.042), and 
age was a significant negative predictor (13=-.243, t(99)=-2.694, p(2-tailed)=.008). The 
standardised beta weights for Dissociation, TCQ Punishment, TCQ Reappraisal and 
Alcohol consumption failed to reach significance, although the TCQ scales only 
narrowly missed significance. This suggests that the predictors (or mediators) entered 
into this regression were significant enough to reduce the relationship between 
dissociation and PTSD to non-significance, a situation which Baron and Kenny call 
‘perfect mediation’.
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Table 22: Exploratory analysis of effect of demographic variables on Hypothesis 3
Model and 
Predictors
R: R2
Change
F change Standardised
B
t signifieance
1:
Dissociation
.206 .206 F=27.257
(1,105),
p<.00001**
.454 5.221, d.f.=105,
p<.00001**
2:
Dissociation
.278 .072 F=5.156 (3,103), 
p=.007** .303
3.157, d.f.=103,
p=.002**
TCQ
Punishment
.302 3.091, d.f.=103, 
p=.003**
TCQ
Reappraisal
.021 0.246, d.f.=103,
p=.806
3
Dissociation
.386 .108 F=4.352 (4,99), 
p=.003** .078
0.723, d.f.=99, 
p=.472
TCQ
Punishment
.172 1.719, d.f.=99, 
p=.089
TCQ
Reappraisal
.155 1.728, d.f.=99, 
p=.087
Trait Anxiety 235 2.211,d.f.=99,
p=.029*
Age -243 -2.694, d.f.=99,
p=.008**
Aleohol
Total
Military
Experienee
.071
.170
0.840, d.f.=99, 
p=.403
2.059, d.f.=99, 
p=.042*
**= significant at the p<.01 level 
*=significant at the p<.05 level
208
Major Research Project
Discussion 
Summary of results
The results supported previous research in finding relationships between anxiety and 
dissociation, dissociation and PTSD, and between demographic variables and 
symptom measures. In relation to metacognitive variables, worry-oriented 
metacognitions were not found to be significant mediators between anxiety and 
dissociation. The other two mediators investigated in the first two hypotheses, beliefs 
about the uncontrollability and danger of thoughts and punishment as a thought 
control strategy, did significantly contribute to explaining the variance in dissociation 
scores. In the third hypothesis dissociation was found to be significantly associated 
with PTSD, and Punishment as a thought control strategy was a significant mediator 
in this relationship, as predicted. The nature of these relationships was examined 
further in exploratory analyses, which included additional variables, and a more 
complicated picture emerged. These results are discussed below.
Support for the relationship between metacognitions and dissociation
The mediators found to be associated with symptoms of dissociation in the first two 
hypotheses are consistent with predictions from theories of metacognition. The MCQ 
subscale beliefs about the uncontrollability and danger of thoughts is characterised by 
statements like ‘my worrying could make me go mad’. The TCQ Punishment subscale 
included statements like ‘I get angry at myself for having the thought’. The statements 
in these scales have qualities of perseverative processing that the S-REF model would 
predict maintains psychopathology. These include generating negative affect, 
encouraging dysfunctional control strategies (e.g. thought suppression), draining 
attentional resources, and increasing self-focus and threat monitoring. Further support 
for the role of metacognitive beliefs and thought control strategies in dissociation 
comes from the significant increase in the variance explained in dissociation scores 
when all MCQ subscales or TCQ subscales were entered into exploratory regression 
analyses, although the pattern of results was unexpected.
Patterns of metacognitions associated with dissociation
Exploratory analyses suggest there may be a more complicated pattern of 
metacognitions in dissociation than that predicted by research on metacognitions in
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anxiety disorders. When all MCQ subscales were entered the MCQ subscale Beliefs 
about the uncontrollability and danger of thoughts remained a significant predictor of 
symptoms of dissociation, but the MCQ subscale Cognitive confidence also emerged 
as significantly associated with dissociation scores. This scale comprises statements 
about confidence in memory. Higher scores reflect lower confidence. Similarly when 
all TCQ subscales were entered into an analysis Punishment remained a significant 
predictor, but Reappraisal also emerged as a significant positive predictor of 
dissociation. Higher scores on the TCQ subscale Reappraisal reflect greater 
endorsement of items like T try to reinterpret the thought’ and T focus on the 
thought’. These additional findings do not fit the initial theory-driven hypotheses. The 
current study also found no relationship of symptom severity to positive beliefs about 
worry and endorsement of worry as a thought control strategy, in contrast to previous 
studies and theoretical predictions.
The case for metacognitions as mediators between anxiety and dissociation
The current findings can be explained within metacognitive models of emotional 
disorders, despite their divergence from initial predictions. According to the S-REF 
model low confidence in one’s memory would produce negative affect and 
expectation, and would trigger inflexible attention and monitoring of cognition that 
impedes the processing of new information, thus maintaining a perseverative process. 
Low cognitive confidence has been associated with both OCD (Wells and 
Papageorgiou, 1998a) and hearing voices (Morrison and Wells, 2003). Similarly high 
TCQ Reappraisal scores may reflect a greater self-focus which may support unhealthy 
preoccupation with cognition. Although this subscale has not previously been 
associated with anxiety disorders the items may be open to interpretation. Reappraisal 
may be useful when it allows for rational re-interpretation, but unhelpful if it increases 
preoccupation and self-focus without allowing for adaptive re-evaluation of thoughts 
and the flow of new information into the system.
The fact that reappraisal may be either helpful or pathological depending on the way it 
is used mirrors the variety of functions and effects attributed to worry in the literature: 
as adaptive, for example, a biological function of orienting the system towards threat 
(Eysenck, 1992, as cited in Wells and Papageorgiou, 1995) or a problem solving
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strategy (Davey, 1994), or maladaptive, for example, as avoidance (Borkovec and Inz, 
1990), or an active thought control strategy (Wells, 1994). Wells and Davies suggest 
that re-appraisal may be linked to emotional stability when it is positive and flexible, 
but not if it is negative and perseverative (1994). In their original study of the TCQ 
they found that re-appraisal only correlated with the self-consciousness scale (1994), 
which they viewed as a measure of stress vulnerability, providing support for re­
appraisal possibly increasing pathological self-focus. Furthermore the results suggest 
that worry is not an unconditional vulnerability factor for all psychological disorders. 
Worry has been found to be positively associated with anxiety disorders. While PTSD 
is currently categorised as an anxiety disorder, some suggest that dissociation, the 
process central in the ‘dissociative disorders’ in DSM-IV, is the core pathological 
mechanism in PTSD (Van der Kolk and Fisler, 1995) raising doubt about the validity 
of applying predictions to dissociation and PTSD based on studies of anxiety 
disorders.
The significance of the MCQ subscale beliefs about the danger and uncontrollability 
of thoughts and the TCQ subscale Punishment replicates previous findings of their 
association with psychopathology (e.g. Cartwright-Hatton & Wells, 1997; Holeva, 
Tarrier & Wells, 2001; Wells and Davies, 1994). These two tendencies feed directly 
into counterproductive thought control strategies. Wells and Davies (1994) suggest 
punishment is a natural strategy individuals use to suppress unwanted thoughts. In 
addition Garcia-Montes, Perez-Alverez and Fidalgo (2004) found that negative 
beliefs about thoughts (their danger, uncontrollability, and their association with 
punishment) was the only metacognitive variable to interact with thought suppression 
to increase the subsequent number of intrusions. Other raised metacognitive beliefs, 
for example positive beliefs about worry and self-consciousness, increased 
discomfort, but not the number of thoughts. It can be hypothesised then that in 
addition to increasing threat monitoring, self-focus and negative affect, the belief that 
cognition is dangerous and the use of self-punishment related to cognition may lead 
directly to counterproductive control mechanisms. These reinforce negative beliefs 
about cognition, further heighten self-focus, and trigger re-selection of un-helpful 
control strategies, thus maintaining the metacognitive configuration. This
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perseverative self-focused cycle may be the precondition for some experiences that 
make up the constellation termed ‘dissociation’.
The significant increases in the variance explained in dissociation scores when MCQ 
and TCQ subscales were entered into analyses suggests elevated levels of 
metacognition do play a significant role in dissociation. The finding that specific S- 
REF predictions were not entirely supported may reflect a disorder-specific pattern of 
relevant metacognitions, as previous studies have found, and interpretation of items in 
the measures used. It should be noted that the increases in variance explained by 
including all subscales are likely to conservative estimates, firstly because mean 
substitution is a method of replacing missing data that minimises covariance (as can 
be seen by comparing the variance contributed by anxiety in the initial hypotheses and 
the exploratory analyses), and secondly because method enter multiple regression only 
assigns a given IV the variance it uniquely contributes to in the DV. In this case 
because of the degree of overlap between anxiety and metacognitions, neither gain 
credit for causing this variance.
Further support for the role of metacognitions in dissociation via unhealthy self-focus, 
comes from existing treatments for dissociation e.g. Kennerley (1996), which advise 
the use of distraction (or grounding) to prevent dissociation by focusing attention on 
something in the present. Hunter et al. also recommends reducing self-focussed 
attention in treating depersonalisation (2003). If the locus of attention (internal versus 
external) is central to dissociation it would be expected that distraction should be 
negatively associated with dissociation scores. This was in fact the case in the current 
study, although this correlation narrowly missed significance.
The case against metacognitions as mediators between anxiety and dissociation
There is face validity for a relationship between dissociation and low cognitive 
confidence, but not necessarily for the implied direction of causality. It seems likely 
that high dissociators will have some (even if unreliable) awareness of their cognitive 
deficits. It may be that low cognitive confidence and beliefs about the danger and 
uncontrollability of thoughts are a product of the experience of dissociation rather than 
causal mediators. Lobban et al. (2002) found that when they controlled for anxiety the
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relationship between hallucinations and all MCQ subscales except low cognitive 
confidence disappeared. It may be that cognitive confidence develops in individuals 
who have experienced some disorder of cognition, perhaps for good reason. If this 
could be the explanation for low cognitive confidence, it is not unconceivable that the 
same explanation exists for the other measures of metacognition. For example, beliefs 
about the danger of thoughts may develop because the individual has experienced 
distress from their mental activity, possibly causing heightened self-focus, increased 
attention to the validity of thoughts (re-appraisal) and some self-reprisal associated 
with them (punishment). This view finds support in studies of metacognition in 
cognitive psychology that suggest people’s reports about their control of cognition are 
attributions made after the implicit decision has been made (Reder, 1996). This may 
have little relevance to clinical studies, however, where experimental manipulations of 
metacognitions have produced variation in symptoms (e.g. Wells and Papageorgiou, 
19%%.
A likely compromise may be that this is how certain metacognitions develop, but that 
once they have developed they maintain symptoms by establishing a perseverative 
circuit of thought monitoring and control. Thus, like most systems in the brain, 
metacognitions are involved in feedback loops where they reflect both the outcome of 
previous experience and contribute to future experience. Measurement of both 
metacognitions and dissociation (and their relationship) may also vary depending on 
the stage of their development. It may be that in the early aftermath of trauma 
dissociation may result from conscious attempts at cognitive control, associated with 
metacognitions available to awareness, but that with time this becomes more 
automatic. Similar to this Winne suggests that some metacognitive strategies 
associated with self-regulated learning start out as a conscious process and may 
become automatic and unconscious over time (1996, as cited in Reder, 1996).
The method of analysis used in the current study (standard multiple regression) was 
unfortunately insufficient to determine causal direction, which requires longitudinal or 
manipulation studies. These may be warranted in the near future considering the 
growth of research that is finding relationships between attentional biases and
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dissociation but that are also ill-equipped to conclusively determine causality (Freyd 
& DePrince, 2001).
The case for the causal role of metacognitions in dissociation is further undermined by 
the contradictory results found here and in other studies. Most other studies, unlike the 
current one, have found that worry-based beliefs and strategies are associated with 
psychopathology. Also, Holeva et al., in their study of thought control and PTSD 
(2001), found that all TCQ subscales except re-appraisal were associated with 
symptoms of PTSD. Such inconsistencies may reflect fundamental problems in the 
claim that metacognition plays a significant role in psychological disorder. They may 
also, however, reflect inadequacies in design, selection of measures or, as seems 
reasonable, variation in the pattern of metacognition in different disorders.
The relationship between dissociation, metacognitions and PTSD
Initial analysis found that dissociation and PTSD were highly correlated, and that 
thought control strategies significantly mediated this relationship. With further 
exploration, however, although dissociation accounted for over 20% of the variance in 
PTSD symptoms when first entered into a regression model, when other predictors 
were entered (based on relationships found in preliminary and exploratory analyses) 
dissociation ceased to show an independent relationship with PTSD symptoms. In the 
final model the only significant predictors of PTSD symptoms were trait anxiety, age 
and combat experience. Thought control strategies narrowly missed significance. This 
result must be taken in the context of the statistical methodology. Standard multiple 
regression will not attribute shared variance to any predictor, therefore dissociation 
could be (and is) highly correlated with PTSD symptoms, but as it is also highly 
correlated with other predictors, it may emerge as a non significant independent 
predictor. This does not mean that shared variance may not be caused, at least in part, 
by dissociation.
Nevertheless controversy has existed in the past between studies that find that 
peritraumatic and continued dissociation is predictive of PTSD (e.g. Murray et al., 
2002) and others that find that trait dissociation is not (Tampke & Irwin, 1999). This 
debate is related to one which suggests PTSD would be better classified as a
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dissociative disorder rather than an anxiety disorder (e.g. Braun, 1988). Similar to the 
current study, Tampke and Irwin, in their study of Vietnam veterans, using the DES 
and STAI Trait Anxiety inventory, found that trait anxiety was the strongest predictor 
of PTSD. The current findings support their conclusions that PTSD is best 
conceptualised primarily as an anxiety disorder. It may be, however, that peritraumatic 
and early dissociation is important for the development of PTSD through 
disorganisation of processing and memories, but that the contribution of ongoing 
dissociation to maintaining PTSD may be limited to any distress it causes rather than 
avoidance of processing. Unfortunately methodology in the current study may have 
reduced the likelihood of finding a relationship between dissociation and PTSD, for 
example the use of mean substitution methods reduces covariance in variables with a 
lot of missing data (DES-II scores in this study). Similarly the lack of relationship 
found in Tampke and Irwin’s study may have been due to their division of the DES 
into a pathological index and an absorption index.
The role of metacognitions in mediating the relationship between dissociation and 
PTSD is defunct in the case of no relationship. If however, the absence of a 
relationship is spurious, and reflects methodology rather than objective fact, it may be 
considered that while neither punishment nor reappraisal as thought control strategies 
achieved statistical significance in the final model, they both narrowly missed it. 
Prospective studies have found that worry (e.g. Holeva et al., 2001), and rumination 
(Murray et al., 2002) are strong predictors of PTSD. While other thought control 
strategies emerge as predictors in cross sectional analyses, in Holeva et al.’s study 
only worry was a prospective predictor of PTSD. The absence of this shared thought 
control mechanism in dissociation and PTSD may partly explain why no significant 
mediators were found in this relationship after including demographic variables, 
although Steil and Ehlers found both rumination and suppression of intrusions was 
associated with PTSD (2000). The current results do not disprove the role of thought 
control strategies in both dissociation and PTSD independently, but suggest that 
dissociation and PTSD include, to some degree, separate pathological processes.
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Relationship of Demographic variables to dissociation and metacognitions
Significant reductions in anxiety, traumatic stress symptoms and dissociative 
tendencies with age replicates previous research (e.g., Ross, Joshi and Currie, 1990, as 
cited in Kihlstrom et al., 1994; Torem, Hermanowski and Curdue, 1992). This may be 
primarily because anxiety reduces with age (e.g. Balon 2001), but research has also 
found that metacognition changes with age, and that while monitoring appears to stay 
relatively in tact, older people may not use this monitoring to effectively control 
cognition (Hertzog & Hultsch, 2000). It is thus also possible that reductions in anxiety 
and dissociation with age may come from reduced attempts at thought control.
Hertzog and Hultsch also suggest that changes with age are associated with changes in 
beliefs about cognitive ability (which are unrelated to changes in actual ability). In 
support of this age was no longer a significant predictor of dissociation scores when 
added into a regression after metacognitive beliefs.
The finding that alcohol use and combat exposure were positively associated with 
PTSD symptoms is supported by the literature (e.g. Stewart, Mitchell, Wright and 
Loba, 2004), although the direction of causality in the relationship between alcohol 
use and PTSD is still unclear. Total military experience was a strong predictor of 
PTSD in the current study. Some studies support this (Tampke and Irwin, 1999) while 
others suggest that rank, unrelated to symptoms of PTSD or dissociation in the 
current study, is a better predictor of posttrauma symptoms (e.g. Sugar, 2003; Zeiss 
and Dickman, 1989). Variation in findings may be because these factors are 
measuring quite different dimensions i.e. degree of traumatic exposure (military 
experience) versus level of responsibility or personal characteristics, such as greater 
self-efficacy, commitment, education or locus of control (rank). This warrants further 
investigation. The current study suggests that even if rank is not consistently found to 
be a predictor, that variables associated with the actual trauma are important in 
predicting later psychopathology.
The power of the demographic variables included in this study in accounting for 
significant variance in PTSD symptoms highlights the importance of assessing and 
controlling for such variables in future studies investigating posttrauma symptoms. 
When added to analyses they reduced the predictive power of some key variables
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under investigation, although this was more significant for analyses where the 
dependent variable was PTSD rather than dissociation. Metacognitive variables 
predicting dissociation remained significant when controlling for age, and other 
demographic factors appeared not be significantly correlated with dissociation. Non­
significant findings in the current study may, however, be a result of measurement 
error. Substance use, for example, was assessed by open questions rather than listed 
categories, and the large amount of missing data may reflect reluctance to report 
substance use. Research has found, however that substance use has specific effects on 
PTSD symptoms, with some exacerbating them and others ameliorating them 
(Bremner, Southwick, Darnell & Chamey, 1996). Lack of specificity in measurement 
may therefore mask significant relationships. Future studies should specify categories 
of drug use and psychiatric medication to enable such investigation.
Towards an understanding of dissociation
The current study supports previous conceptualisations of dissociation as involving 
the mechanisms underlying attention, memory and the monitoring and controlling 
functions of cognition (Hilgard, 1977, Kihlstrom et al., 1994). The possible 
association between dissociation and heightened self-focused attention has been 
identified in the past. Somer (2002) suggested that trauma-induced dissociation leads 
to attention being withdrawn inward, and a state of chronic and distressful 
introspection in an attempt to find explanation for psychic pain. Other studies have 
found that high dissociators are slower to detect threatening (external) stimuli (e.g. 
Waller, Quinton & Watson, 1995). These findings support the current ones in 
implying that attentional control is central in dissociative processes. More specifically 
this study supports the role of self-focused perseverative metacognitive beliefs and 
thought control strategies in the maintenance of dissociation. The current study would 
suggest that any relationship between dissociation and self-focused attention may 
operate, at least in part, in the other direction to that posited by Somer, i.e. that self­
focused attentional control (possibly trauma induced) may lead to dissociation. This 
may serve to reconcile early theories of dissociation. It is consistent with Janet’s 
conception of dissociation as lack of binding energy, as the ‘dissociative 
metacognitive configuration’ is attentionally demanding and internally focused, thus 
depleting attention available for processing the external world. This would explain
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dissociative symptoms like derealization, depersonalisation, memory loss and 
detachment. It also fits with theories that suggest dissociation is an active process, as it 
appears that metacognitive components associated with dissociation are under 
volitional control.
Clinical Implications
The current study suggests it is possible to tap into, and thus manipulate in treatment, 
some conscious constructs associated with severity of dissociation. Current cognitive 
approaches to dissociation employ grounding techniques (which appear to be 
metacognitive by controlled refocusing of attention) in the process of challenging the 
content of beliefs (e.g. Kennerley, 1996). These approaches may benefit from 
explicitly incorporating an educational component and training focusing on interacting 
levels of cognition and the role of self-focused attention in maintaining symptoms. 
Drawing on Wells’ treatment for GAD (1997) this could involve directly challenging 
beliefs about thoughts (e.g. their danger and uncontrollability) and thought processes 
using techniques from cognitive therapy. This may involve experiments such as the 
counterproductive effect of thought suppression. The idiosyncratic nature of re­
appraisal and rumination in metacognition warrants person-specific formulations of 
perseverative mechanisms. Furthermore, while abandoning rigid thought control and 
encouraging flexibility may be a goal of metacognitive-oriented components of 
treatment, safety strategies may need to be considered to ensure vulnerable individuals 
do not get retraumatised by abandoning thought control without compensatory 
strategies in place.
Teasdale (1999) argues that simply challenging factual metacognitive beliefs will not 
have an impact on emotions, but that people need the experience of different 
processing configurations to shift self-perpetuating cycles. In relation to depression he 
suggests this would involve training in the experience of thoughts as events in the 
mind (as opposed to fact) rather than challenging thoughts directly, and emphasises 
practice rather than discussion. Teasdale and colleagues (Teasdale et al., 2002) have 
found such ‘mindfulness-based’ procedures successful in reducing relapse in 
depression. They argue this is due to increased metacognitive awareness reducing the 
triggers for entry into the depressive cognitive set. This new awareness would
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presumably interrupt perseverative processing and free up processing resources to 
enable disconfirmatory processing and the development of new metacognitive plans. 
Although this may be helpful in treating depression, there is a risk that it may not be 
of benefit to those in whom heightened self-focussed attention and hypervigilance 
may be central to dysfunctional metacognitive configurations. Procedures may need to 
strengthen alternative strategies for dealing with thoughts rather than just increase 
awareness.
Wells (2000) suggests that mindfulness techniques that teach attentional control and 
are non-self-focused are necessary in these cases. Wells discusses techniques which he 
calls Attentional Retraining Technique (ATT) and Situational Attention Refocusing 
(SAR) which aim to reduce self-focused attention, disrupt dysfunctional processing 
strategies (e.g. rumination or self-punishment) and increase the flow of 
disconfirmatory information. The similarity of these techniques (and Teasdale’s 
mindfulness) to features of Eye Movement Desensitisation and Reprocessing therapy 
(EMDR) (Shapiro, 1989) seems noteworthy. The processes underlying the success of 
EMDR, a treatment used to process traumatic memories, has been a topic of much 
debate (Shapiro & Maxfield, 2002). EMDR requires the client to attend to emotive 
memories while simultaneously focusing on external stimuli, often therapist-guided 
eye movements. The client is required to notice thoughts and feelings that arise, and it 
is suggested that the client begins to make more adaptive associations to disturbing 
internal material. It may be that this treatment also reduces self-focused attention and 
disrupts perseverative processing patterns. Such treatments may be improved by 
explicit focus on these features, equipping the client with greater awareness and 
relapse-prevention skills.
SAR appears particularly well suited for dissociation symptoms as it is less intensive 
and focuses on directing attention externally. Wells suggests training requires 
conscious practice of attentional control when in a relaxed state, using auditory 
exercises of selective attention, attention switching and divided attention. These 
techniques are different from the distraction-based grounding techniques in current 
cognitive therapies for dissociation by giving the patient a clear rationale based on 
levels of processing, and by providing guidance to ensure that attentional retraining is
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not based on distraction or avoidance and is inflexible, as this may prevent, rather than 
facilitate, disconfirmation of fears and beliefs. Inflexible externally focused attention 
can also be dysfunctional if it interferes with modification of internal processing 
which requires some monitoring. Attention needs to be flexible. Exposure with SAR 
was found to be significantly more effective in decreasing anxiety, negative beliefs 
and changing perspective in social phobics than exposure alone (Wells & 
Papageorgiou, 1998b). Application of this technique with people suffering from 
distressing levels of dissociation may be of value.
Limitations of the study
Firstly, the design of the current study limits its conclusiveness. Cross-sectional 
studies and multiple regression analysis do not enable determination of causality. In 
addition the amount of missing data for the sample was a problem. To achieve the 
recommended levels of power in exploratory analyses with large numbers of 
predictors it was necessary to replace missing data with mean substitution methods. 
However, this reduces variance in variables with a large amount of missing data and 
thus reduces the likelihood of finding correlations.
Secondly, the measures used in the study were far from ideal. While the DES, Trait 
Anxiety Scale and lES-R have been widely used in studies investigating posttraumatic 
symptoms, they have some problems. The lES is not a diagnostic scale so cannot be 
assumed to be synonymous with PTSD. Creamer et al. (2003) also suggest that the 
greatest difference between the lES-R and PTSD criteria is on the avoidance subscale. 
It may be hypothesised that it is this subscale that may be most related to dissociative 
phenomena. Furthermore it is recognised that a mulitaxial approach to assessing 
PTSD is preferable (MacDonald, Chamberlain & Long, 1997). Also, the DES is not a 
perfectly homogenous scale, event though it has satisfactory internal consistency. 
While some studies have found a one-factor solution (e.g. Fischer & Elnitsky, 1990, 
as cited in Kihlstrom et al., 1994) others have found as many as seven factors 
(Kihlstrom et al., 1994), and some authors have questioned its construct validity 
(Muris and Meckelbach, 1997). Frankel suggests that the DES may even be tapping 
into memory problems rather than dissociation per se (1990, as cited in Muris and 
Meckelbach, 1996). Nevertheless, the use of the DES-II in this study gains validity
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from the fact that DES-II scores in this sample (mean=31.62) replicate almost exactly 
the levels found in samples of PTSD patients (e.g. 31.5, Putnam et al., 1996).
The measures of metacognition used were also imperfect. The measures were selected 
for their reliability, validity and wide use with psychiatric populations. There are also 
very few measures of metacognition available. The MCQ was designed, however, for 
assessment of metacognitions associated with worry. While this measure has been 
used to assess for the pathological relationship of metacognitions in general with 
psychological disorders other than worry (e.g. OCD, Schizophrenia), the items are 
biased towards detecting thoughts about worry rather than general cognition and using 
‘worry’ as a term for anxiety provoking thoughts.
As already discussed, measurement of certain demographic factors also lacked 
specificity, ruling out conclusive results, especially with regards to substance use and 
psychiatric medication. Future research may profit from use of scales such as the 
Combat Exposure Scale (Keane et al. 1989) or specification of response categories for 
assessment of education or substance use. Furthermore, it was not possible to provide 
an exhaustive assessment of possible influential factors in the current study. Other 
factors have also been demonstrated to interact with metacognitions in having an 
effect on symptoms. For example in Holeva et al’s study they found that the effect of 
using social control as a thought control strategy depended on perceived quality of 
social support. This further strengthens the argument that metacognitions cannot be 
investigated in isolation, and that their effects will depend on a number of factors.
A further possible limitation in the study is that the sample was self-selected, 
consisting only of those individuals who volunteered to take part, and was dominated 
by older White British Males. This may limit how generalisable the results are to other 
samples. This is especially the case considering the age effects found and the fact that 
women have been found to be twice as likely to be diagnosed with a psychiatric 
illness following combat exposure (Hines, 1993, as cited in Tichenor et al., 1996) and 
have higher rates dissociative disorders in general (DSM-III-R: APA, 1987). In 
addition symptoms were self-reported. Previous findings have found different results 
when using clinician administered measures compared to the lES-R (e.g. Tarrier and
221
Major Research Project
Sommerfield, 2003). Self-report of dissociation, specifically, warrants some caution in 
interpretation. Dissociation is, by definition, associated with a lack of awareness. It is 
an assumption that individuals can report on their lapses of awareness with any 
reliability. In other conditions involving disruptions in cognition (e.g. dementia), low 
correlations have been found between patient’s self-report of deficits and relative’s 
reports of their problems (Krasniak & Zak, 1996). Furthermore, if self-report scores of 
dissociation are confounded by levels of awareness, it may be that the highest 
dissociators report the least symptoms, skewing apparent relationships with other 
variables.
Implications for future research
To confirm the causal role of metacognitions in dissociation will require future studies 
to employ longitudinal studies, or clinical or experimental manipulations of these 
factors with larger samples. A broader selection of participants (in age, gender, 
diagnostic group and occupational history) may further clarify whether the current 
results, both those expected and the anomolies, reflect on the theories underpinning 
them or features of the population investigated. Furthermore a broader look at the 
relationship of other aspects of metacognition to dissociation may also be warranted. 
Wells (2000) and Teasdale (1999) suggests a third aspect of metacognition exists 
(distinct from beliefs and control strategies), which they call metacognitive 
experience, or insight, respectively. This factor encompasses a feeling of knowing, 
and is distinct from the other two in operating at a level of experience rather than 
rational meaning. Teasdale suggests that it is this type of metacognition that is most 
likely to be linked to emotional disorders. This area of metacognition appears harder 
to capture in simple self-report measures, but this may be an interesting area for future 
research.
Selection of measures appears to be a crucial consideration for future research. This is 
linked to the evolving conceptualisations of these psychological constructs. It appears 
that the current measures of metacognition available, and used in this study, may be 
too crude for the concepts they measure and warrant more refined methods of 
measurement. This study adds to a series of investigations of the role of 
metacognitions in psychopathology that are beginning to reveal inconsistencies in
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results derived from specific theory-led predictions. It raises the question of whether it 
is still useful to consider both dissociation and metacognition as unitary constructs, or 
whether it may be more productive to consider breaking them down into sub­
components. This may aid future research into the relationship between metacognition 
and dissociation, and also into the relationship of both these constructs to other 
psychological disorders, and to wider theories of psychological function and 
dysfunction. To achieve these goals theory and research may need to oscillate between 
broadening and narrowing definitions of psychological constructs until they are better 
understood.
Conclusions
The current study looked at the mediator role of metacognitive beliefs and control 
strategies in the relationship between anxiety and dissociation, and dissociation and 
PTSD. The results revealed a specific pattern of metacognitive beliefs (Beliefs about 
the uncontrollability and danger of thoughts and beliefs regarding cognitive 
confidence) and thought control strategies (Punishment and Reappraisal) associated 
with dissociation independently of other factors. While this pattern did not fit specific 
predictions derived from previous research and practice, they supported a role for 
metacognitions in dissociation, and highlighted that the role of metacognitions in 
psychopathology generally may take a disorder-specific pattern. There was a 
relationship between dissociation and PTSD which appeared to be mediated by a 
number of important demographic factors in addition to possible metacognitive 
variables. The results lend weight generally to the role of cognitive factors in 
dissociation and trauma reactions, and specifically to the role of self-focused 
perseverative metacognitions. These results, in the context of some methodological 
limitations, call for further research to confirm the findings. Such research would 
benefit from conceptual clarifications and development of more refined measurement 
tools.
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Appendix 1: Written confirmation of ethical approval: NHS
>L5 Favourable opinion at first review 
Version 2. October 2004
East Surrey, Crawley & Horsham Local Research Ethics Committees
Peach Hut 2 
Bournewood House 
St Peters Hospital Site 
Guildford Road 
CHERTSEY, Surrey 
KT16 0QA
Telephone; 01932 722952 
Facsimile: 01932 722953
07 December 2004
Email: sarah-j8ne.richards@nsurreypct.nhs.uk
Miss Ghioe Hutchinson 
University of Surrey
Dear Miss Hutchinson
Full title o f study: A study of the relationship between metacognitive beliefs, thought
control strategies, and symptoms of dissociation in combat stress 
veterans.
REC reference number: 04/Q1910/41 
Protocol number:
The Chairman of the East Surrey, Crawley & Horsham Research Ethics Committee reviewed 
the above amended application on 05 November 2004.
Ethical opinion
All queries answered and amended information sheets submitted. This study has been fully 
approved via Chairmans Actions.
The favourable opinion applies to the research sites listed on the attached form. 
[Confirmation of approval for other sites listed in the application will be issued as soon as 
local assessors have confirmed that they have no objection.]
Conditions of approval
The favourable opinion Is given provided that you comply with the conditions set out In the 
attached document. You are advised to study the conditions carefully.
Approved docum ents
The documents reviewed and approved at the meeting were:
Document Type: Version; Dated: Date Received:
Application 3.0 22/09/2004 08/09/2004
Investigator CV 1 23/08/2004 13/09/2004
investigator CV 1 13/09/2004
Protocol 2 23/08/2004 13/09/2004
Covering Letter 1 08/09/2004 08/09/2004
An advisory com m ittee to  Surrey and Sussex Strategic Health Authority
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5L5 Favourable opinion a! first review 
/ersion 2. October 2004
Compensation Arrangements 1 13/09/2004
Copy of Questionnaire 1 13/09/2004
Copy of Questionnaire 1 13/09/2004
Copy of Questionnaire 1 13/09/2004
Copy of Questionnaire 1 13/09/2004
Copy of Questionnaire 1 13/09/2004
GP/Consultant Information Sheets 1 20/08/2004 13/09/2004
Participant Information Sheet 2 20/08/2004 13/09/2004
Participant Information Sheet 2 20/08/2004 13/09/2004
Participant Consent Form 1 18/08/2004 13/09/2004
Participant Consent Form 1 18/08/2004 13/09/2004
Letter from CH to LREC 20/10/2004 29/11/2004
Consent Form 2 05/10/2004 29/11/2004
Consent Form - Postal 2 05/10/2004 29/11/2004
Indemnity Letter Sept 2004 29/11/2004
Other 2 20/08/2004 13/09/2004
Other 1 25/08/2004 08/09/2004
Management approval
The study should not commence at any NHS site until the local Principal investigator has 
obtained final management approval from the R&D Department for the relevant NHS care 
organisation.
Notification of other bodies
The Committee Administrator will notify the research sponsor that the study has a favourable 
ethical opinion.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees In the UK.
04/Q1910/41 Please quote this number on all correspondence
With the Committee’s best wishes for the success of this project, 
Yours sincerely,
Sa>ah-dane Richards 
Research Ethics Coordinator
E-mail; sarah-iane.richards@nsurrevpct.nhs.uk
Enclosures: Standard Approval Conditions
Site approval form (SF1)
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Written confirmation of ethical approval; University approval
Unis
Ethics Committee
22 December 2004
Ms C Hutchinson 
Psycho Student 
Department of Psychology 
School of Human Sciences
Dear Ms Hutchinson
A study of the relationship between metacognitive beliefs, thought control 
strategies, and symptoms of dissociation In combat stress veterans 
fEC/2004/86/Psvch)
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for 
the above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 22 December 2004
The list of documents reviewed and approved by the Committee is as follows:-
Document Type: Application 
Version: 1 
Dated: 23/08/04 
Received: 24/08/04
Document Type: Insurance Proforma 
Version: 1
Received: 24/08/04
Document Type: Research Protocol 
Version: 2 
Dated: 20/08/04 
Received: 24/08/04
Document Type: Meta-Cognitions Questionnaire 30 
Received: 24/08/04
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Document Type: Dissociative Experiences Scale II 
Received: 24/08/04
Document Type: Impact of Event Scale-Revised 
Received: 24/08/04
Document Type: Self-Evaluation Questionnaire 
Received: 24/08/04
Document Type: Thought Control Questionnaire 
Received: 24/08/04
Document Type; Demographics Information Sheet 
Version: 2 
Dated: 20/08/04 
Received: 24/08/04
Document Type: Information Sheet for Participants 
Version: 2 
Dated: 20/08/04 
Received: 24/08/04
Document Type: Information Sheet for Postal Participants 
Version: 2 
Dated: 20/08/04 
Received: 24/08/04
Document Type: Consent Form 
Version: 1 
Dated: 18/08/04 
Received: 24/08/04
Document Type: Consent Form - Postal 
Version: 1 
Dated: 18/08/04 
Received: 24/08/04
Document Type: Letter to GP 
Version: 1 
Dated: 20/08/04 
Received: 24/08/04
Document Type: Confirmation of Liability Insurance 
Dated: 06/04 
Received: 24/08/04
Document Type: Letter from Combat Stress 
Dated: 17/08/04 
Received: 24/08/04
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Document Type: Your Response to the Committee's Comments 
Dated: 13/09/04 
Received: 21/09/04
Document Type: Letter from East Surrey, Crawley & Horsham LREC (confirming their 
approval of your protocol)
Dated: 07/12/04 
Received: 20/12/04
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research.
The Committee should be notified of any amendments to the protocol, any adverse 
reactions suffered by research participants, and if the study is terminated earlier than 
expected with reasons.
You are asked to note that a further submission to the Ethics Committee will be required in 
the event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee 
Dr J Murray, Supervisor, Department of Psychology
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Appendix 7; Demographic Information Sheet
Demographics Information 
Participant number.............................................
General Information
Age....................................  Gender M / F
Ethnie origin......................... ...............................
Marital status........................................................
Education level.....................................................
Health Information
Do you currently suffer from dementia or psychosis? 
Please explain.....................................................................
Do you currently use alcohol or drugs?.. 
If yes, please describe type and quantity.
Combat Experience
Year military service began:.........................................................
Year military service ended:.........................................................
Number of Campaign Medals.......................................................
Length of time in active service (including Northern Ireland).
Final rank:..................
Additional comments:
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Appendix 8: Invitation letter to postal participants
{; HRH The P.'i'nce of V/cfsî i’G, KT. GCê. ÔfA, AK. 0 5 0 . PC. AOC 
:MT: G eneral Sir Roger ’•V'h&e'er GCB, C8E
•ffice: TyrvvhifS House, Oakic.vn Rood, le a îh e th s a d .  Surrey KT22 03X 
'2  241600 Fox 01372 841601
« n fac tu ss 'ccm batîife jî.o rg .uk  
r;',vv,".v.combaîsiresî.org.ui;
COMBAT
EX-SERVICES MENTAL WELFARE SOCIETY
R eply to: H ead  ci CSrico! Ser/ices
Tyrv.'hifi Hours 
Ockîawn Road 
Is a lh e th e a d , Surrey KT22 03X
Tel: (01372) 841620 
F oc (01372) 841631 
DûecI Une: (01372) 84)634
Frr.sïïrcmihlçcombatjlreîs.org.yi:
Dear Combat S tr e s s  Client
Since your last visit to  Tyrwhitt House we have s t a r t e d  a survey In collaboration with a 
Trainee Clinical Psychologist from  Surrey University, Chloe Hutchison. W e are trying 
to  find out more about th e  exp eriences people have a f te r  going through trauma. In  
particular we are investigating th e  way people cope with worrying thou ghts, and th e  way 
th is  might a f fe c t  any symptoms th e y  may be experiencing. W e hope th a t  th is  research  
will allow us to  help people more effec tiv e ly .
W e are v/riting to  o f fe r  you th e  opportunity to  take part in th e  research . We have 
enclosed an information sh ee t, which te lls  you more about th e  research . I f  you decide  
th a t you would like to  help us in carrying out th e  reseorch  please sign th e  consent form  
and return it in th e  stam ped address envelope. We will th en  send you some 
questionnaires for  you to  fill in and send back to  us by freep o st. That is oil you will 
need to  do. All th e  information you send us will be confidential.  I t  will be kept by 
Chloe Hutchison and will not a f f e c t  your treatm en t a t Combat S tr ess .
Thank you for  considering taking part in th e  project!
Yours sincerely
rT \
/ /
• \ o
Tony Letford RMN 
Head o f  Clinical S erv ices  
Combat S tr e s s  Treatm ent Centre 
Tyrwhitt House
Chloe Hutchinson 
Trainee Clinical Psychologist 
University o f  Surrey
ny Umjfed by G uato r.îee
ed  in Engiond a n d  V/aie,5 No 256353
gegîsîfoîicn ffo 206002
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Appendix 9; Information Sheet for postal partieipants
r i îE  QlTEE.1 ! 
IVtRSA RY  PRJZES
I N F 0 R .M 4 T I 0 N  S H E E T  F O R  
P O S T A L  P A R T IC IP A N T S
A  qu estion naire  study on 
th in k in g  str ie  and dissociation
U n iv ers ity  
o f  S u rrey
GuBdfofd
Surrey GU2 7XH.UK
Téléphoné
+44 (Q14S3 SOCmO
Faasmle
+44 (0)1483 300803
vAwr. surrey, ac.uk
S c h o o l o f
H um an
S c ie n c e s
D epartm ent of 
Psyctiotogy
Direct FessiT le 
+44 (0)1483 6695
You are being invited to take part in a research study that is being conducted at 
T>Tvvhitt H ouse. Before you decide it is  important for you to understand why the 
research is being done and what it w ill involve. P lease take tim e to read the follow ing  
information carefully and discuss it w ith others i f  you wish. Contact details are 
provided at the end o f  this letter i f  you w ould like more information or if you have  
any questions.
Thank you for reading tliis and considering taking part in  the study.
W'hat is the pu rp ose  o f  the study?
Som e people who have been through difficult events experience detachment from the  
world, m em ory lapses and feelings o f  not being them selves afterwards. Som e o f  these 
sjm p tom s have been put together into a category called D issociation. The causes o f  
D issociation  are not well understood, but it is known that these feelings can cause  
distress, and can prolong other unwanted sym ptom s fo llow ing trauma. The current 
study aim s to investigate the role o f  certain beliefs and thoughts in exacerbating 
symptoms o f  D issociation, to try to find out m ore about what m iglit cause som e  
people  to experience these feelings and others not and to help us to develop treatments 
for it.
The study will be taking place at Tyrwhitt H ouse between October 2004 and O ctober  
2005.
W hy have I been chosen?
Current and past visitors to Tsrwhitt H ouse are being offered the opportunity to take 
part in the research. About 100 people in total are needed for the study.
D o I have  to take part?
Taking part in the research is entirely voluntary. I f  you do decide to take part-you-will--- 
be asked to sign a consent form. You will still be free to withdraw at any time and 
without giving a reason. .A decision to withdraw at any time, or a decision  not to take 
part, w ill not affect the standard o f  care you receive.
Information slic-et-postal
Version 2 20/08/04
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W hat will happen to me if I take part?
1. You will need to complete and return the consent form in the pre-paid 
addressed envelope provided. Please keep the information sheet.
2. You will be sent a pack o f 5 short questionnaires and an information sheet to 
complete in your owm time. This should take approximately 50 minutes. You 
will also be sent a copy o f the signed consent form.
3. You will be provided with a pre-paid addressed envelope to return the 
completed questionnaires. '
4. If you request information on the outcome o f the research you will be sent this 
information in the sununer o f 2005.
W hat do I have to do apart from that?
There is nothing else you need to do apart from the above. There are no restrictions on 
your lifestyle or care that will result from participating in the research.
W hat are the possible risks of taking part?
The questionnaires include questions about feelings and thouglits. Some few people 
find filling in questionnaires about these tilings can be uncomfortable.
What are the possible benefits of taking part?
It is not intended that filling in the questionnaires will be o f  benefit to any difficulties 
you are experiencing, although it may be a thought provoking process. The 
information we get from this study may help us to treat future patients with 
dissociation better.
What if new information becomes available?
If new information becomes available about the research topic that affects your 
participation you will be informed and you will be free to withdraw at anytime.
What happens when the research study stops?
You can request feedback on the outcome o f the research by ticking a box on the 
consent fonn. Participation in the research will not affect your continued care.
What if something goes wrong?
If you feel distressed by the research it is recommended that you talk to your GP first. 
You can also contact your keyworker at the centre. If you have any concerns or 
complaints about the research these should be directed to Tony Letford, Clinical 
Manager (contact details below)
Will my taking part in this study be kept confidential?
All infonnation which is collected about you during the course o f  the research will be 
kept strictly confidential. Any infonnation about you which leaves Tyrwhitt House 
will have your name and address removed so that you cannot be recognised from it.
All data will be handled in accordance with the Data Protection Act 1998. We would 
like to notify' your GP that you are taking part in the study, this is necessary for you to 
participate in the trial. Your permission to do this is requested on the consent form.
We will not pass on any information collected in the study to your GP.
Information sheet-postal 
Version 2 20/08/04
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W hat w ill happen to the results o f the research?
It is expected that the research will be written up as part o f  a portfolio for a Doctorate 
in Clinical Psychology and published in a scientific journal. Participants will not be 
identified in any report/publication.
W ho is organising and funding the research?
The research is being organised and funded by the University o f  Surrey,
W ho has reviewed the study?
The study has been reviewed and approved by East Surrey Research Ethics 
Committee.
Contact for further information
Tony Letford (Clinical Manager) or Chloe Hutchinson (Researcher, University o f  
Surrey) at;
Combat Stress Treatment Centre,
Tyrwhitt House, Oaklawn Road,
Leatherhead, Surrey KT22 OBX 
01372 841 633
Thank you  f o r  taking part In the study!
Information sheet-postal
Version 2 20/08/04
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Appendix 10; Consent form for postal participants
r n z  Q u e e -n ’î  
tv iR SA R Y  P r i z e s
Uni
CONSENT FORM - Postal
U n iv e r s ity  
o f  S u rrey
GuEdfofd
SuTTBy GU2 7XH. UK
Telephone
+44(0)1433 300500
Fscsîmüe
+44 (0)14S3 300803
vA'Av.surrey. ac.uk
S c h o o l o f
H um an
S c ie n c e s
D epartm ent of 
Psychology
Direct F acsW e 
+44 (0)1483 53 9 :
T itle o f  Project: A questionnaire study on thinking sty le and dissociation  
N am e o f  R esearcher: Chloe Hutchinson
P lease Tick Box
1 . 1 confirm that 1 ha\-e read and understand the information sheet 
for the above study.
2. f understand that my participation is voluniar}' and that I am fiee to
withdraw at any time, without giving any reason, without m y m edical 
care or legal tights being affected.
3. i agree to take part in the above study.
I g ive  m y perm ission for m y GP to be notified o f  m y participation 
in the study.
5. J would like to receive information about the research findings 
when the research is com plete.
S ig n a tu re ........................... .........
Print Name............................
D .o.B.......................................
To be filled in by researcher 
SUBJECT NUMBER:
D ate.
Version 2 
05/10/04
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Appendix 11: GP letter for postal participants
;r
Address 
Date 
Dear Dr.
I U n iv e r s ity  
I o f  S u rrey
I  Quàdford
SurrByGU2 7XH.UK
Te'sphone
300S00FspsWs
+ W (q w 8 3  300303
•.wAv.sarrey.ec.uk
Re; Name; 
Address;
D.O.B.
S c h o o l o f
H um an
S c ie n c e s
D epartm ent of 
Psychology
Greet FscsimBe 
+44 (0)1433 689=
I would like to notify you that the above patient o f yours has agreed to participate in a 
postal research study as a past visitor to the Combat Stress Treatment Centre at 
TjTwhitt House. I have enclosed an information sheet explaining the research. Please 
do not hesitate to contact me if  you have any questions.
Yours sincerely,
Chloe Hutchinson 
Trainee Clinical Psychologist
The Qutzs's 
« v i J i s A R v  P r i z e s
GP letter 
Version 1 20/08/04
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Appendix 12; Information sheet for residential participants
UniS
INFORMATION SHEET FOR PARTICIPANTS
A questionnaire study on 
thinking style and dissociation
U n iv e r s ity  
o f  S u rrey
GuZdfofd
Sum yG U 2 7XH.UK 
Telephone
+44 (0)1483 S0020Q 
Facsimile
+44(0)1483300603
VAw.'.surrsy.ac.uk
S c h o o l o f
H um an
S c ie n c e s
D epartm en t of 
Psychology
Direct F sc sW s  
+44 (0)1483 68SÎ
T h e  Q l h h ’j
KN IV ERSAR Ï P R I 2 «
You are being invited to take part in a research study that is being conducted at 
Tyrwhitt House, Before you decide it is important for you to understand why the 
research is being done and what it will involve. Please take time to read the following 
information carefully and discuss it with otiiers if  you wish. Contact details are 
provided at the end o f  this letter if  you would like more information or if  you have 
any questions.
Thank you for reading this and considering taking part in the study.
What is the purpose of the study?
Some people who have been through difficult events experience detachment from the 
world, memory lapses and feelings o f not being themselves aftenvards. Some o f these 
symptoms have been put together into a category called Dissociation, The causes of 
Dissociation are not well understood, but it is known that these feelings can cause 
distress, and can prolong other unwanted s}'mptoms folloi\ing trauma. The current 
study aims to investigate the role o f certain beliefs and thoughts in exacerbating 
symptoms of Dissociation, to tiy to find out more about what might cause some 
people to experience these feelings and others not, and to help us to develop 
treatments for it.
The study will be taking place at Tyrwhitt House between October 2004 and October 
2M&.
Why have I been chosen?
Current and past visitors to T>Twhitt House are being offered the opportunity to take 
part in the research. About 100 people in total are needed for the study.
Do I have to take part?
Taking part in the research is entirely voluntary. If you do decide to take part you will 
be asked to sign a consent form. You will still be free to withdraw at any time and 
without giving a reason. A decision to withdraw at any time, or a decision not to lake 
part, w ill not affect the standard o f care you receive.
Information sliect
Version 2 20/08/04
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What will happen to me if I take part?
1. If you decide to take part in the study you should tell your keyworker.
2. Your keyworker w ill then give you an envelope containing a consent form, 5 
short questionnaires and an information sheet to fill in.
3. Complete the consent form, questionnaires and information sheet in your own 
time. This should take approximately 50 minutes. Then return them to your 
keyworker. You will then be given a copy o f  your signed consent form.
4. If you request information on the outcome o f  the research you will be sent this 
information in the summer o f 2005.
What do I have to do apart from that?
There is nothing else you need to do apart from the above. There are no restrictions on 
your lifestyle or care that w ill result from participating in the research.
What are the possible risks of taking part?
A few  people find filling in questionnaires about their feelings and symptoms can be 
uncomfortable.
What are the possible benefits of taking part?
It is not intended that filling in the questionnaires will be o f  direct benefit to any 
difficulties you are experiencing, although it may be a thought provoking process. The 
information w e get from this study may help us to treat future patients with 
dissociation better.
What if new information becomes available?
I f  new information becomes available about the research topic that affects your 
participation you w ill be informed and you w ill be free to withdraw at any time.
What happens when the research study stops?
You can request feedback on the outcome o f  the research by ticking a box on the 
consent form. Participation in the research will not affect your continued care.
What if something goes wrong?
If you have any concerns or complaints about the research you should contact Tony 
Letford, Clinical Manager (contact details below). I f  you feel distressed by your 
participation in the study you should approach your keyworker at the centre.
Will my taking part in this study be kept confidential?
All information which is collected about you during the course o f  the research w ill be 
kept strictly confidential. Any infonnation about you which leaves Tyrwhitt House 
will have your name and address removed so that you cannot be recognised from it.
All data will be handled in accordance with the Data Protection Act 1998,
What will happen to the results of the research?
It is expected that the research w ill be written up as part o f  a portfolio for a Doctorate 
in Clinical Psycholog)^ and published in a scientific journal. Participants w ill not be 
identified in any report/publication.
Who is organising and funding the research?
The research is being organised and funded by the Universit>' o f  Surrey.
Information sheet
Version 2 20/08/04
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W ho has reviewed the study?
Tlie study has been reviewed and approved by East Surrey Research Ethic 
Committee.
Contact for further information:
Tony Letford (Clinical Manager) or
Chloe Hutchinson (Researcher, University o f  Surrey) at:
Combat Stress Treatment Centre,
Tyrwhitt House, Oaklawn Road, Leatherhead, Surrey KT22 OBX 
01372 841 633
Thank you  fo r  taking part in the study!
Information sheet
Version 2 20/08/04
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Appendix 13; Consent form for residential participants
Uni
C O N SE N T  FO R M
U n iv ers ity  
o f  S u rrey
Guîidfcj'd
Suirey GU2 TXH. UK 
Telephone
+44 (D)M83 300800
Facsimile
+44(0)1483 300803
VAV,v.s'jrrey. ac.uk
S c h o o l o f
H um an
S c ie n c e s
D epartm ent of 
Psychology
Direct Facsimile 
+44 (1^1483 6S95
T itle  o f  Project: A  questionnaire study on thinking style and dissociation  
N am e o f R esearcher: Chloe Hutchinson
Please Tick Box
1 . 1 confirm that I have read and understand the information sheet 
for the above study.
2 . 1 understand that m y participation is voluntary and that I am free to 
withdraw at any time, without giving any reason, without m y m edical 
, care or legal rights being affected.
3. J agree to take part in the above study.
4 . 1 would like to receive information about the research findings 
when the research is com plete.
S ig n a tu re ... 
P rint N am e. 
D .o .B .............
T h e  Q i æ ï n ' s 
Lv N iv E a jA R Y  P r iz e s
To be filled in by researcher: 
SUBJECT NUM BER:
Date
V ersion 2 
05/10/04
263
Major Research Project
Appendix 14: Missing Values Analysis
Table 1 : Details of missing data in the sample
Variable N Mean s.d. Missing % missing
DES Total 93 31.62 19.18 14 13.1
Trait Anxiety 
Total
98 58.77 12.35 9 8.4
lESR Total 96 7.85 1.96 11 10.3
TCQP 99 12.78 4.06 8 7.5
TCQ W 100 11.61 3.57 7 6.5
MCQ positive 102 11.75 5.03 5 4.7
MCQ
Uncontrollability
102 16.87 5.08 5 4.7
MCQ Need to 
control
96 14.97 4.92 11 10.3
Table 2: Missing Values Analysis
Variable DES-
II
Trait
Anxiety
lES-R TCQ
Punishment
TCQ
Worry
MCQ
Positive
beliefs
about
worry
MCQ
Beliefs
about
danger
MCQ 
Need to 
control
DES-II T=0.1,
d.f.=17.8,
p=0.936
T=1.9,
d.f.=8.4,
p=0.086
T=0.0,
d.f.=13.7,
p=0.963
T=0.1,
d.f.=14.4,
p=0.949
T=-0.5,
d.f.=12.6,
p=0.638
T=0.4,
d.f.=14.6,
p=0.710
T=2.3,
d.f.=11.4,
p=0.043*
Trait
Anxiety
T=1.0,
d.f.=6.6,
p=0.336
T=0.5,
d.f.=7.1,
p=0.600
T=0.7,
d.f.=6.3,
p=0.495
T=-1.2,
d.f.=12.3,
p=0.237
T=0.2,
d.f.=7.0,
p=0.811
T=0.4,
d.f.=4.7,
p=0.680
lES-R T=-0.2,
d.f.=9.5,
p=0.812
T=-0.4,
d.f.=9.0,
p=0.666
T=-0.9,
d.f.=9.7,
p=0.409
T=1.5,
d.f.=10.9,
p=0.173
T=2.3,
d.f.=14.8.
p=0.036*
TCQ
Punishment
T=0.6,
d.f.=2.1,
p=0.596
T=-0.4,
d.f.=3.1,
p=0.716
T=0.1,
d.f.=5.3,
p=0.902
T=0.1,
d.f.=4.3,
p=0.954
TCQ
Worry
T=-2.1,
d.f.=2.5,
p=0.148
T=0.0,
d.f.=4.4,
p=0.977
T=0.5,
d.f.=3.3,
p=0.654
MCQ Need 
to control
T=-2.7,
d.f.=6.7,
p=0.034*
T=0.0,
d.f.=7.0,
p=0.993
Indicator variables with less than 5% missing data are not displayed. 
*=Significant at the p<0.05 level
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Table 3: significant results of t-tests comparing participants with and without missing 
data on main outcome variables.
Variable Groups (n) Mean (SD) Levenes 
test for 
equality of 
variance
t
significance
Age No missing data (68) 
Missing data (38)
53.912(13.907)
65.816(17.398)
f=6.606,
p=0.012
f=-3.621,
p=0.001**
Campaign
medals
No missing data (68) 
Missing data (35)
1.87(1.554) 
3.31 (2.621)
f=l 5.579),
p=0.0001
f=-3.005,
p=0.004**
Months in 
Active service
No missing data (62) 
Missing data (34)
36.293 (44.525) 
61.735 (54.353)
F=1.363,
p=0.246
T=-2.473,
p=0.015*
f  = alternative t used due to equal variances not assumed 
**=significant at the p<0.01 level 
*=significant at the p<0.05 level
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Appendix 15: Kolmogorov-Smirnov Tests of Normal Distribution
Table 1 : Results of One-Sample Kolmogorov-Smirnov Test for main outcome 
variables
Variable N Mean SD K-SZ p (2-tailed)
DES-II 93 31.62 19.19 0.792 0.557
Trait Anxiety 98 58.77 12.35 1.124 0.160
lES-R 96 7.85 1.96 0.967 0.307
MCQ Cognitive 
Confidence
102 16.21 5.13 1.069 0.203
MCQ Positive 
Beliefs about 
Worry
102 11.75 5.03 1.288 0.072
MCQ Self- 
consciousness
99 16.45 4.13 0.873 0.431
MCQ
Uncontrollability 
and danger
102 16.87 5.08 1.086 0.189
MCQ Need to 
Control
96 14.97 4.92 0.897 0.396
TCQ Distraction 100 13.62 4.30 0.969 0.304
TCQ
Punishment
99 12.78 4.06 0.859 0.452
TCQ
Reappraisal
99 13.37 3.80 0.842 0.478
TCQ Worry 100 11.61 3.57 1.141 0.148
TCQ Social 
Control
103 10.71 3.38 1.339 0.055
Table 2: Results of One-Sample Kolmogorov-Smimov Test for continuous 
demographic variables
Variable N Mean SD K-SZ p (2-tailed)
Age 106 58.18 16.22 1.230 0.097
Alcohol 105 14.21 30.30 3.27 P<0.001**
Total
military
experience
(years)
106 10.51 6.67 1.773 0.004**
Total Active
Service
(months)
96 45.30 49.49 1.763 0.004**
Total
Campaign
medals
103 2.36 2.09 2.221 P<0.001**
4c 4c—significant at the p<0.01 level
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Appendix 16: Correlations of age with main outcome variables
Table 1 : Correlations of age with main outcome variables
Variable Pearson’s r (n) P value (2-tailed)
Dissociation -0.392 (92) 0.0001**
PTSD -0.413 (96) 0.00003**
Trait Anxiety -0.412 (98) 0.00002**
MCQ Cognitive Confidence -0.172(102) 0.084
MCQ Positive beliefs about 
worry
0.061 (102) 0.542
MCQ Self-consciousness 0.038(99) 0.707
MCQ uncontrollability and 
danger
-0.281 (102) 0.004**
MCQ Need to control -0.189 (96) 0.066
TCQ Distraction 0.267 (100) 0.007**
TCQ Punishment -0.256 (99) 0.010**
TCQ Reappraisal 0.100 (99) 0.325
TCQ Worry -0.028(100) 0.780
TCQ Social Control -0.215(103) 0.029*
N=sample size 
p=significance level 
**=significant at the 0.01 level 
*=significant at the 0.05 level
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Appendix 17: T-tests of effect of marital status on main outcome variables
Table 1 : Independent samples t-test for effect of marital status on main outcome 
variables
Variable Groups (n) Mean and SD Levene’s test 
for equality of 
variance
t significance 
(2-tailed)
Dissociation Married (41) 
Not married 
(47)
30.80(18.29) 
31.63 (19.56)
f=.125,
p=0.725
t=-0.205 (86), 
p=0.838
PTSD Married (42) 
Not married 
(49)
8.05 (1.65) 
7.60 (2.24)
f=3.910,
p=0.051
t =1.084 (89),
p=0.281
Trait Anxiety Married (47) 
Not married 
(45)
60.28(13.68)
56.40(10.94)
f=1.852,
p=0.177
t=l,497 (90),
p=0.138
MCQ Cognitive 
confidence
Married (47) 
Not married 
(50)
17.34 (5.66) 
14.98 (4.47)
f=5.91,
p=0.017*
f  =2.270 (87)
p=0.026*
MCQ Positive 
beliefs about 
worry
Married (46) 
Not married 
(51)
11.67 (5.20)
11.67 (4.79)
f=.327,
p=0.569
t =0.007 (95), 
p=0.994
MCQ Self- 
Consciousness
Married (45) 
Not married 
(49)
16.96 (3.81) 
15.98(4.17)
f=0.032,
p=0.858
t=1.181 (92), 
p=0.241
MCQ beliefs 
about danger
Married (46) 
Not married
(51)
17.54 (5.20) 
15.98 (5.03)
f=0.026,
p=0.873
t=1.505 (95), 
p=0.136
MCQ Need to 
control
Married (45) 
Not married 
(46)
16.33 (5.17) 
13.59 (4.43)
f=2.218,
p=0.140
t=2.723 (89),
p=0.008**
TCQ Distraction Married (46) 
Not married 
(58)
13.59(4.64) 
13.77 (4.12)
f=1.062,
p=0.306
t=-0.203 (92), 
p=0.839
TCQ
Punishment
Married (45) 
Not married 
(48)
13.07 (4.35) 
12.42 (3.95)
f=0.259,
p=0.612
t=0.755 (91), 
p=0.452
TCQ
Reappraisal
Married (44) 
Not married 
(49)
13.45 (4.11) 
13.33 (3.66)
f=0.725,
p=0.397
t=0.159 (91), 
p=0.874
TCQ Worry Married (45) 
Not married 
(49)
11.42 (3.71) 
11.63 (3.56)
f=0.068,
p=0.795
t =-0.281 (92), 
p=0.780
TCQ Social 
Control
Married (46) 
Not married
(51) .. „
10.52 (3.59) 
10.86 (2.93)
f=4.205,
p=0.043*
f  =-0.509,
p=0.612
^=altemative version of t presented due to equality of variance not assumed 
*=significant at the p<0.05 level
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Appendix 18; Effect of combat experience on main outcome variables
Table 1: Pearson’s r and Spearman’s rho correlations for combat experience and main 
outcome variables
Variables Pearson’s r
Total
military
service
(years)
Pearson’s
r
Total
Active
service
(months)
Spearman’s Rho 
Number of campaign 
medals
Pearson’s r 
Total Military 
Experience
Dissociation r=0.162,
p=0.120,
n=93
r=0.053,
p=0.631,
n=84
Rho=-0.199, p=0.059, 
n=91
r=.186, p=.090, 
n=84
PTSD r=0.207,
p=0.043*,
n=96
r=0.054,
p=0.617,
n=88
Rho=-0.098, p=0.343, 
n=95
r=.227, p=.034, 
n=88
Trait Anxiety r=0.090,
p=0.379,
n=97
r=-0.022,
p=0.839,
n=88
Rho=-0.369, 
p=0.0002**, n=96
r=.051, p=.640, 
n=88
MCQ Cognitive 
Confidence
r=0.144,
p=0.150,
n=102
r=0.201,
p=0.053,
n=93
Rho=-0.180, p=0.073, 
n=100
r=.233, p=.025, 
n=93
MCQ Positive 
beliefs about worry
r=-0.076,
p=0.449,
n=102
r=-0.091,
p=0.388,
n=92
Rho=0.071, p=0.480, 
n=100
r=-.101, p=.338, 
n=92
MCQ Self- 
consciousness
r=-0.077,
p=0.446,
n=99
r=0.053,
p=0.623,
n=89
Rho=0.025, p=0.805, 
n=97
r=.028, p=.793, 
n=89
MCQ beliefs about 
uncontrollability 
and danger
r=0.063,
p=0.532,
n=102
r=0.116, 
p=0.270, 
n=92
Rho=-0.166, p=0.099, 
n=100
r=.133, p=.207, 
n=92
MCQ Need to 
control
r=0.081,
p=0.434,
n=96
r=0.024,
p=0.826,
n=88
Rho=-0.178, p=0.087, 
n=94
r=.100, p=.353, 
n=88
TCQ Distraction r=-0.100,
p=0.327,
n=99
r=-0.158, 
p=0.138, 
n=90
Rho=0.147. p=0.148, 
n=98
r=-.122, p=.252, 
n=90
TCQ Punishment r=0.139,
p=0.173,
n=98
r=0.053,
p=0.622,
n=88
Rho=-0.243, p=0.017*, 
n=96
r=.177, p=.099, 
n=88
TCQ Reappraisal r=-0.072,
p=0.478,
n=98
r=-0.011,
p=0.915,
n=89
Rho=0.030, p=0.772, 
n=97
r=.009, p=.933, 
n=89
TCQ Worry r=-0.093,
p=0.360,
n=99
r=0.138,
p=0.196,
n=89
Rho=-0.064, p=0.534, 
n=97
r=.068, p=.527, 
n=89
TCQ Social 
Control
r=-0.210,
p=0.035*,
n=102
r=-0.095,
p=0.363,
n=93
Rho=0.146, p=0.144, 
n=101
r=-.184, p=.078, 
n=93
r=Pearson Correlation coefficient
Rho = Spearman’s Rho correlation coefficient
P= probability value
*=significant at the 0.05 level 
**=significant at the 0.01 level
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Table 2: Independent sample t-test for effect of rank on score on main outcome 
variables
Variable Groups (n) Mean and SD Levene’s test 
for equality of 
variance
t significance
Dissociation Private (41) 
NCO (52)
31.84 (21.135) 
31.46(17.708)
f=2.00,
p=0.161
t=0.095,
p=0.925
PTSD Private (41) 
NCO (52)
7.467 (2.251) 
8.180(1.633)
f=4.824,
p=0.031*
f  =-1.747, 
p=0.085
Trait Anxiety Private (41) 
NCO (52)
56.822 (12.796) 
60.596(11.869)
f=0.733,
p=0.394
t=-1.506,
p=0.135
MCQ Cognitive 
confidence
Private (41) 
NCO (52)
15.783 (5.308) 
16.554 (5.005)
f=0.277,
p=0.600
t=-0.753,
p=0.453
MCQ Positive 
beliefs about 
worry
Private (41) 
NCO (52)
11.404 (4.529) 
12.036(5.443)
f=4.017,
p=0.048*
t^  =-0.640, 
p=0.524
MCQ Self- 
Consciousness
Private (41) 
NCO (52)
15.844 (4.348) 
16.963 (3.900)
f=0.047,
p=0.827
t=-1.349,
p=0.181
MCQ beliefs 
about danger
Private (41) 
NCO (52)
15.894 (5.126) 
17.709 (4.924)
f=0.003,
p=0.956
t=-1.821,
p=0.072
MCQ Need to 
control
Private (41) 
NCO (52)
13.591 (4.448) 
16.135 (5.033)
f=1.173,
p=0.282
t=-2.601,
p=0.011*
TCQ Distraction Private (41) 
NCO (52)
14.178 (4.404) 
13.148 (4.500)
f=0.568,
p=0.453
t=1.184,
p=0.239
TCQ
Punishment
Private (41) 
NCO (52)
12.370 (4.404) 
13.192 (3.758)
f=5.050,
p=0.027
t=-0.988,
p=0.326
TCQ
Reappraisal
Private (41) 
NCO (52)
13.326 (3.688)
13.442 (3.963)
f=0.035,
p=0.853
t=-0.150,
p=0.881
TCQ Worry Private (41) 
NCO (52)
11.870 (4.118) 
11.434(3.054)
f=6.044,
p=0.016*
f  =0.590, 
p=0.557
TCQ Social 
Control
Private (41) 
NCO (52)
11.170 (3.137) 
10.182 (3.422)
f=1.170,
p=0.282
t=1.511,
p=0.134
®=altemative version of t presented due to equality of variance not assumed 
*=significant at the p<0.05 level
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Appendix 19; Correlations of Alcohol and main outcome variables
Table 1: Spearmans Rho correlation coefficients for the relationship between alcohol 
consumption and scores on the main outcome variables.
Variables Spearman’s Rho 
Alcohol consumption
Dissociation Rho=0.106, p=0.315, 
n=92
PTSD Rho=0.209, p=0.041*, 
n=96
Trait Anxiety Rho=-0.009, p=0.927, 
n=97
MCQ Cognitive 
Confidence
Rho=0.028, p=0.782, 
n=101
MCQ Positive 
beliefs about worry
Rho=0.036, p=0.717, 
n=101
MCQ Self- 
consciousness
Rho=-0.132, p=0.195, 
n=98
MCQ beliefs about 
uncontrollability 
and danger
Rho=0.145, p=0.148, 
n=101
MCQ Need to 
control
Rho=-0.122, p=0.241, 
n=95
TCQ Distraction Rho=-0.133.p=0.190,
n=99
TCQ Punishment Rho=0.004, p=0.973, 
n=97
TCQ Reappraisal Rho=-0.135, p=0.185, 
n=98
TCQ Worry Rho=0.009, p=0.926, 
n=98
TCQ Social 
Control
Rho=-0.140, p=0.161, 
n=102
Rho = Spearman’s R 10 correlation coefficient
*=significant at the 0.05 level
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Appendix 20 (A): Regression analyses and Residuals Plots for Hypothesis lA
Table 1: Multiple Regression
Model
and
Predictors
R R2 Adj.
R2
R2
Change
F
significance
(Whole
model)
F change 
and
significance
Stand­
ardised
Beta
Tsig
1
Anxiety
.598 .358 .350 .358 46.296,
(1, 83)
p<.00001**
46.296,
(1,83)
p<.00001**
.598 6.804, (83)
p<.00001**
2
Anxiety
MCQ
Positive
.607 .369 .354 .011 23.967,
(2,82)
p<.00001**
1.410,
(2,82)
p=.239
.629
-.109
6.878, (82)
p<.00001**
-1.187, (82) 
p=.239
**=significant at t le p<.01 leve
Figure 1: Residuals Plot of Multiple Regression
Scatterplot
Dependent Variable: Total = Average DES score
■a 0 -
Oo
-2 -1 0 
R egression  Standardized Predicted Value
DV; Dissociation
Predictors: Trait Anxiety, MCQ Positive Beliefs about Worry
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Appendix 20 (B): Regression analyses and Residuals Plots for Hypothesis IB
Table 1: Multiple Regression
Model
And
Predic­
tors
R R: Adj.
R2
F signif­
icance 
of whole 
model
R:
change
F change 
and signifi­
cance
Stand­
ardised
Beta
tsig
1
Anxiety
.598 .358 .350 46.296,
(1,83)
p<.00001*
*
.358 F=46.296,
(1,83)
p<.0G001*
*
.598 6.804,
(83)
p<.00001
**
2
Anxiety
MCQ
Danger
.635 .403 .389 27.723,
(2,82)
p<.00001*
*
.045 F=6.233, 
(2, 82) 
p=.015*
.404
.288
t=3.505
(82)
p=0.001*
*
t=2.497
(82)
p=0.015*
*=significant a the p<0.05 level 
**=significant at the p<0.01 level
Figure 1: Residuals plot of Multiple regression
Scatterplot
Dependent Variable: Total = Average DES score
r
gc -t-
r
oS.
o o °  S o  % o  "  o
R egression  Standardized Predicted Value
DV: Dissociation
Predictors: Trait Anxiety, MCQ Beliefs about Uncontrollability and Danger of 
thoughts
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Appendix 20 (C): Regression analyses and Residuals Plots for Hypothesis 2 (A)
Table 1: Multiple Regression
Model and 
predictors
R R2 Adj.
R2
F signif­
icance
R2
Change
F change and 
significance
Stand­
ardised
Beta
tsig
1
Anxiety
.598 .358 .350 46.296,
(1,83)
p<.00001
**
.358 F=46.296,
(1,83)
p<.00001**
.598 6.804, (83)
p<.0000P
*
2
Anxiety 
TCQ Worry
.604 .364 .349 23.504,
(2,82)
p<.00001
**
.006
F=.815, 
(2, 82) 
p=.369
.567
.085
t=6.000
(82)
p<.00001*
*
t=.903 (82) 
p=0.369
**= significant at the p<.01 level 
*=significant at the p<.05 level
Figure 1 : Residuals Plot of Multiple Regression
S c a tte rp lo t
D ep e n d e n t V ariab le: Total = A verage  DES s c o re
o oo Oo o
OO
O o
«  - 2 -
R egression  Standardized Predicted Value
DV: Dissociation
Predictors: Trait Anxiety, TCQ Worry
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Appendix 20 (D): Regression analyses and Residuals Plots for Hypothesis 2 (B)
Table 1: Multiple Regression
Model
and
predic­
tors
R R2 Adj.
R"
F signifi­
cance of 
whole 
model
R2
Change
F change 
and 
significa 
nee
Stan­
dardised
Beta
t signifi­
cance
1
Anxiety
.598 .357 .350 46.296,
(1,83)
p<.00001
**
.358 46.296,
(1,83)
p<.00001
**
.598 6.804,
(83)
p<.00001
**
2
Anxiety
TCQ
Punis­
hment
.655 .429 .415
30.752
(2,82)
p<.00001
**
.071 F=10.12 
(2, 82) 
p=.002**
.437
.311
t=4.475,
(82)
p=.00005
**
t=3.181,
(82)
p=0.002*
*
**=significant at t le p<0.01 level
Figure 1: Residuals Plot of Multiple Regression
Scatterplot
Dependent Variable: Total = Average DES score
■S 0-
W - 2 -
R egression Standardized Predicted Value
DV: Dissociation
Predictors: Trait Anxiety, TCQ Punishment
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Appendix 20 (E): Regression analyses and Residuals Plots for Hypothesis 3
Table 1: Multiple regression
Model R R2 Adj.
R2
F signifi­
cance of 
whole 
model
R2
Change
F change 
and 
signifi­
cance
Stan­
dardised
Beta
t signi­
ficance
1
Dissoc
-iation
.582 .339 .331 43.592,
(1,85)
p<.00001
**
.339 F=43.592
,(1,85)
p<.00001
**
.582 6.602,
(85)
p<.00001
**
2
Dissoc
-iation
TCQ
Punish
-ment
.627 .393 .378
27.153
(2,84)
p<.00001
**
.054 F=7.421(
2,84)
p=.008**
.435
.275
t=4.309
(84)
p=.00004
**
t=2.724
(84)
p=0.008*
*
**=significant at the p<0.01 level
Figure 1: Residuals Plot of Multiple regression
S c a tte rp lo t
D e p e n d e n t V ariab le: lE SRTotal
■0 0 -
Oo Oo
«  - 2 -
R egresslon  S tandardized Predicted Value
DV: PTSD
Predictors: Dissociation, TCQ Punishment
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Appendix 21: Exploratory Multiple Regressions with all MCQ subscales
Table 1 : Correlations between Dissociation, trait anxiety and MCQ Subscales
Variables Dissociation Trait Anxiety MCQ
Cognitive
Confidence
MCQ 
Positive 
beliefs about 
worry
MCQ Self- 
Conscious­
ness
MCQ
beliefs
about
danger
Dissociation
Trait Anxiety r=.598,
n=85
p<.00001**
MCQ
Cognitive
Confidence
r=.488,
n=89,
p<.00001**
r=.352, n=95, 
p=.0005**
MCQ 
Positive 
beliefs about 
worry
r=0.069,
n=90,
p=0.516
r=.283, n=95, 
p=0.005**
r=0.107,
n=100,
p=0.288
MCQ Self- 
Conscious­
ness
r=0,201,
n=87,
p=0.063
r=0.220,
n=92,
p=0.035*
r=-0.24,
n=98,
p=0.815
r=0.335,
n=97,
p=0.001**
MCQ beliefs 
about danger
r=0.560,
n=89,
p<.00001**
r=0.673,
n=95,
p<.00001**
r=0.357,
n=101,
p=0.0002*
*
r=0.233,
n=100,
p=0.020*
r=0.315,
n=98,
p=0.002**
MCQ Need 
to Control
r=0.331,
n=86,
p=.002**
r=0.478,
n=91,
p<.00001**
r=0.376,
n=95,
p=0.0002*
*
r=0.338,
n=95,
p=0.0002**
R=0.557,
n=93,
p<.00001*
*
r=0.530,
n=95,
p<.00001
**
n=number
**=significant at the p<0.01 level 
*=significant at the p<0.05 level
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Table 2: Exploratory Multiple Regressions with MCQ Subscales
Model and 
Predictors
R R2 Adj.
R2
R"
Change
F
significance
(Whole
model)
F change 
and
significance
Stand.
Beta
tsig
1
Anxiety .536 .287 .280 .287
F=42.297,
(1,105)
p<.00001**
F=42.297,
(1,105),
p<.00001**
.536 t=6.504,
d.f.=105,
p<.00001**
2
Anxiety
MCQ scales:
Cognitive
confidence
.636 .405 .369 .117 F=11.328 
(6, 100), 
p<.00001**
F=3.947, 
(5, 101), 
P=.003**
.355
.377
t=3.351,
d.f.=101,
p=.001**
t=3.246,
d.f.=101,
p=.002**
Positive worry 
beliefs
-.143 t=-1.510.
d.f.=101,
p=.134
Self-
consciousness
.320 t=1.414,
d.f.=101,
p=.161
Uncontollability 
and danger
.228 t= 1.980,
d.f.=101,
p=.050*
Need to control -.181 t—-1.052, 
d.f.=101, 
p=.295
**=significant at the p<.01 level
*=significant at the p<.05 level
Figure 1 : Residuals Plot of Multiple Regression
S ca tte rp lo t
D ependen t V ariable: Total = A verage DES s c o re
0 °  o
£ - 2 -
Regression Standardized Predicted Value
DV=
IVs=
=Dissociation
=Trait Anxiety, 5 MCQ Subscales
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Appendix 22; Exploratory Multiple Regressions with all TCQ subscales
Table 1 : Correlations between Dissociation, trait anxiety and TCQ Subscales
Variables Dissociation Trait
Anxiety
TCQ
Distraction
TCQ
Punishment
TCQ Re­
appraisal
TCQ
Worry
Dissociation
Trait
Anxiety
r=0.598,
n=85
p<.00001**
TCQ
Distraction
r=-0.199,
n=87,
p=.064
r=-0.461,
n=94,
p<.00001**
TCQ
Punishment
r=0.538,
n=87,
p<.00001**
r=0.519,
n=92,
p<.00001**
r=-0.051, 
n=97, 
p=. 617
TCQ
Reappraisal
r=0.234,
n=87,
p=.029*
r=-0.104,
n=92,
p=.326
r=-0.428,
n=97,
p=.00001**
r=0.278,
n=95,
p=.006**
TCQ Worry r=0.292,
n=87,
p=.006**
r=0.364,
n=94,
p=.0003**
r=0.036,
n=98,
p=0.727
r=0.574,
n=97,
p<.00001**
r=0.173,
n=96,
p=0.092
TCQ Social 
Control
r=-0.182,
n=90,
p=.086
r=-0.198,
n=96,
p=0.053
r=0.094,
n=100,
p=.352
r=-0.244,
n=98,
p=0.016*
r=0.106,
n=99,
p=.295
r=-
0.096,
n=99,
p=.345
n=number
**=significant at the p<0.01 level 
*=significant at the p<0.05 level
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Table 2: Exploratory multiple regression with TCQ Subscales
Model and 
Predictors
R R2 Adj.
R2
R2
Change
F
significance
(Whole
model)
F change 
and
significance
Stand.
Beta
Tsig
1
Anxiety .536 .287 .280 .287
F=42.297,
(1,105)
p<.00001**
F=42.297
(1,105),
p<.00001**
.603 t=7.736,
d.f.=105,
p<.00001**
2
Anxiety
TCQ
scales;
Distraction
.630 .397 .361 .110 F=10.981 
(6, 100), 
p<.OOOOI**
F=3.651, 
(6, 100), 
p=.004**
.431
-.063
4.214,
d.f.=100,
p=.00005**
-.655,
d.f.=100,
p=.514
Punishment
.244 2.247,
d.f.=100,
p=.027*
Reappraisal
.231 2515,
d.f.=100,
p=.013*
Worry
-.080 -.839.
d.f.=100,
p=.404
Social
Control
-.051 -.628,
d.f.=100,
p=.531
**=significant at the p<.01 level
Figure 1: Residuals Plot of Multiple Regression
Scatterplot
Dependent Variable: Total = Average DES score
■o 0 - O o o
«  -2 -
Regression Standardized Predicted Value
DV=Dissociation
IVs=Trait Anxiety, 5 TCQ Subscales
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